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Original Communications 
“STOMACH TROUBLE.” 


By J. SHELTON HORSLEY, M. D., Richmond, Va. 

Headache, backache and stomach trouble 
make up a large proportion of human miser- 
ies. In this group, stomach trouble looms 
large. Most diseases that are serious and many 
trivial affections are accompanied by some 
stomach symptoms, Stomach trouble may de- 
velop from a tumor of the brain or an infec- 
tion of the foot. In the symptomatology of 
practically all the acute infectious diseases one 
of the first symptoms is anorexia, nausea and 
vomiting. Toxic conditions of all kinds may 
‘ause anorexia or nausea, Psychic shock or 
worry, trauma and improper diet are common 
‘auses of stomach trouble. These causes usually 
produce symptoms without gastric lesions. Or- 
ganic affections of the stomach, such as ulcer 
or cancer, give rise to stomach trouble, though 
occasionally they exist for a long time with- 
out any gastric symptoms. 

In such a chaotic and confused aggregation 
of causes for so common a complaint. it is 
natural to expect there will be divers and sun- 
dry remedies, many of them empirical and 
many of them inefficient. Much of this con- 
fusion, however, can be clarified by a study of 
the physiology of the stomach. It is impossible 
to have a proper conception of the abnormal 
workings of an organ or a machine without 
an understanding of the normal function. No 
one would undertake to diagnose or treat an 
imperfectly running motor without knowing 
how it acted when things were going well. 
And vet in treating stomach trouble too fre- 
quently empirical remedies are administered 
without any consideration of the normal action 
of the gastro-intestinal tract. Numerous diets 
are exploited. ranging from raw eggs to sauer- 
kraut, Cultish methods of regulating diet, in 
which mastication must be carried out in a 
definite manner and time, or in which certain 
classes of food must either be adopted or 
avoided just on general principles, have their 
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peculiar advocates. Occasionally these methods 
succeed, which makes their adherents all the 
more enthusiastic. The same thing is true of 
cults in general. If an automobile mechanic 
would insist upon regulating the carburetor for 
every trouble of a motor, it is, of course, con- 
ceivable that in some instances his adjustments 
would correct the trouble; but when a spark- 
plug is dirty or a cylinder cracked, or the dis- 
tributor is broken, the carburetor adjustment 
would be of no avail. So, in treating stomach 
troubles, various phases of this complaint can 
be properly comprehended only with a concep- 
tion of normal function. A study of function 
necessarily implies a knowledge of structure: 
so we will briefly review the embryology and 
structure of the stomach in order that we may 
clearly discuss function. 
EMBRYOLOGY 
The stomach first appears as a laterally 
flattened fusiform enlargement of the foregut 
in embryos, 4 to 5 mm, in length (twenty-one 
days old), (Fig. 1). As this enlargement de- 
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m.m. Numan embryo (21 daus) 


Fig. 1.—The entodermal canal and its derivatives in a recon- 


struction -of a 5 mm. human embryo 21 days old. (His 
model). 
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scends the digestive tube above it is elongated, 
forming the esophagus. This appears about 
the fourth week. A short distance distal to the 
primitive stomach the foregut opens freely into 
the yolk sac, This opening at first is wide. 
but later is narrowed into a small tube called 
the yolk stalk or vitelline duct, The allantoic 
duct arises from the caudal, or blind, end. As 
the development proceeds the stomach dilates 
locally to form the fundus, and the ‘subsequent 
greater growth dorsally forms the dorsal 
greater curvature, At this time the stomach 
faces right and left. The intestinal tube is 
lengthened, and the attachment of the meso- 
derm dorsaily is drawn out and forms a com- 
mon mesentery which is along the greater cur- 
vature of the stomach and lies dorsally, (Fig. 
2). 

Humanembryo of sux weeks 


yentral 


mesogastrium..... 


Redrawn from Kollmann. 
Fig. 2.—Abdominal portion of the digestive tube and its attach- 


tery in a 11 mm. human embryo 
(Kollmann). 


ment to the 
of six weeks. 


The greater curvature of the stomach de- 
velops much more rapidly than the lesser curva- 
ture, and gives the characteristic appearance 
to the stomach. The stomach rotates and the 
vagus nerve is carried with.it. so that the left 
vagus is on the ventral surface of the stom- 
ach and the right is posterior. During the 
second month the epithelial growth almost oc- 
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cludes the esophagus, but at the end of this 
time vacuoles appear among the epithelial cells 
and serve to enlarge the lumen. Persistence of 
this constricted condition in the embryonic 


esophagus produces congenital esophageal! 
stenosis. 


During the sixth month the cecum normally 
descends into the right iliac fossa, and the in- 
testines are elongated. The proximal part of 
the yolk sac or vitelline duct disappears during 
fetal life. Occasionally it persists and forms 
a sac known as Meckel’s diverticulum. 

ANATOMY 

The outlines of the stomach are changeable. 

and depend not only upon the individual but 


upon the position of the body and upon the 
contents of the stomach. For these reasons it 


has been difficult for different observers to fix 
upon the anatomical divisions of the stomach. 
For purposes of anatomy, the outline by Can- 
non, or some slight modification of it, is usually 


(Fig. 3). 


found satisfactory, This divides 


3.—Schematie outline of stomach (Cannon). C, cardia; 
F, fundus; IA, incisura angularis; B, body: PC, pyloric 
eanal; P, pylorus; IA to PC, antrum. The pyloric canal 


is about 3 em. in length and very muscular. 


Fig. 


the stomach by the notch at the lesser curva- 
ture, the incisura angularis, or reentrant angle, 
and a line is drawn from this point to a point 
opposite it on the greater curvature. To the 
right of this line is the pyloric portion, and to 
the left is the cardiac portion, The part above 
a horizontal line through the cardiac orifice is 
the fundus, Between the fundus and the in- 
cisura angularis is the body of the stomach, or 
the pars media. The pyloric portion of the 
stomach is divided by some observers into three 
parts, and by others into two. The portion of 
the stomach, about 3 cm. long. which termi- 
nates in the pyloric sphincter, is the pyloric 
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canal, and that portion between the pyloric 
canal and the incisura angularis is the pyloric 
antrum, The antrum is sometimes subdivided 
into the antrum and the vestibule, but this 
seems unnecessary. 


The stomach has three layers of muscle. The 
outer layer is the longitudinal, and is a con- 
tinuation of the longitudinai muscle of the 
esophagus. This coat forms a narrow and 


powerful band of muscles along the lesser 
curvature, and a broader but feebler band along 
the greater curvature, The bundle along the 
lesser curvature spreads out in the pyloric re- 
vion and becomes thinner at this point. The 
middle or circular layer is arranged in circular 
bands which cover the stomach with the pos- 
sible exception of the fundus, This layer is 
ilirectiy connected with the circular muscular 
coat of the esophagus and of the duodenum. 
It is particularly powerful at the pylorus and 
serves to form the aggregation of muscle mak- 
ing the pyloric sphincter, The transition of 
these circular fibers to those of the duodenum 
is sudden, though the connection is plain, The 
third and deepest laver of muscle fibers is the 
oblique layer. Upon the anterior and posterior 
borders of the stomach these oblique fibers 
diverge, and along the lesser curvature they 
run parallel, 

The mucous membrane is separated from the 
muscle of the stomach by the submucosa, which 
supports the blood vessels and Iymphatics and 
Meissner’s plexus that is distributed to the 
mucosa, The larger plexus, or the myenteric 
plexus, of nerves is between the longitudinal 
and circular muscular coats. The blood vessels 
in the pyloric portion of the stomach and in 
the first part of the duodenum have a pecutiarly 
long course, which predisposes to thrombosis. 
In the cardiac portion of the stomach the gas- 
tric glands are long and tubular, and contain’ 
chief cells and parietal cells, The chief cells 
are called central or peptic cells and secrete 
pepsinogen which makes pepsin. The parietal 
ceils are responsible for the hydrochloric acid. 
though it is probable that they do not secrete 
acid as such but as ammonium chloride. The 
pyloric glands secrete no acid or pepsin, but a 
clear material which is alkaline in reaction, It 
is important to know this. Brunner’s glands 
penetrate into the mucosa of the pyloric end 
of the stomach for some distance. 

The extrinsic nerve supply of the stomach is 
from the vagus and the sympathetic. The 
vagus was formerly supposed to carry all the 
motor impulses and the sympathetic the inhi- 
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b.tory. As a matter of fact, the vagus is a 
bunde consisting a numer of fibers of dif- 
ient types, and white many yibers that conduct 
motor impu.ses are undoubtedly contained in 
the vagus, some that carry inhibitory impulses 
are found there also. ‘Lhe sympathetic like- 
Wise carries some motor tubers ia add.tion to 
its ..bers for inhibitory impuises. 


PitysioLocy 


There is probably no absorption of food or 
water from the stomach, Highly concentrated 
sugars nay be taken up to some extent, 
cohol and druzs are freely absorbed from the 
mucosa, Food in the stomach at first retards 
peristalsis, During this time the ptyalin from 
the saliva may continue to act upon the starches 
until the medium becomes well mixed with the 
acid gastric juice and is acid in reaction. 
Pytalin acts in both an alkaline and a neutral 
medium. Peristalsis seems to begin about the 
middle of the body of the stomach, and pro- 
ceeds with increasing vigor toward the pylorus, 
while the fundus and the adjoining cardiac 
portion are in tonic contraction, Cole has 
shown that there are one, two, three or four 
cycles in the gastric peristalsis, and that most 
stomachs empty on the four-cycle arrangement 
—that is. four different waves can be noted at 
the same time, There is a period of contrac- 
tion, or a systole, and a period of relaxation, 
diastole. The systole occupies seven-tenths of 
the time of the cycle, which is two to three 
seconds, Not ail of the waves that originate 
in the body of the stomach reach the pylorus. 
Klein has shown that some of them only go 
so far as the pyloric antrum, and also that 
others apparently originate about the pyloric 
antrum and proceed toward the pylorus. Klein 
has also noted that solid material impacted 
in the pyloric antrum reverses peristalsis. 

The mechanism of the emptying of the 
pyloric sphincter is interesting. Formerly it 
was thought by Pavlov and Cannon that the 
pytoric sphincter emptied largely by chemical 
control, When the contents of the stomach be- 
came very acid the pyloric sphincter relaxed, 
and when the contents of the duodenum became 
slightly acid it contracted, It is true that con- 
traction of the pyloric sphincter can be initiated 
by placing a strong acid on the duodenal mu- 
cosa, but this doubtless only acts as an irritant 
because mechanical trauma of the duodenal 
mucosa will have some effect. Besides. if ex- 
cessive acid in the stomach were necessary for 
the pylorus to open, in cases of achylia the 
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pylorus would never relax. According to Cole, 
Luckhardt and others, the pyloric sphincter 
probably relaxes somewhat with each strong 
gastric peristaltic wave that reaches it., 


Alvarez in the last few years has shown that 
peristalsis is to a large extent myogenic in 
origin. While the external nerve supply has 
much to do with conducting reflexes from a 
distance, the routine work appears to originate 
in the muscle in peristaisis of the stomach and 
intestines somewhat as it does in the heart. 
The lesser curvature, as has been noted in the 
embryologic development, is the original, prac- 
tically unchanged, portion of the gastro-in- 
testinal tract. The greater curvature is the 
portion that has bulged out and become dis- 
torted. Alvarez has shown that if a strip of 
muscle is taken from the lesser curvature near 
the esophagus and placed in oxygenated 
Locke’s solution, it will have a rhythmical con- 
traction of eleven per minute, whereas a strip 
taken from near the pylorus on the greater 
curvature will contract at the rate of two per 
minute. Similarly, a strip from the duode- 
num will contract about twenty times a minute, 
whereas in the terminal ileum the rate of con- 
traction is only about ten times per minute. 
In this way peristalsis results from what he 
terms gradients, and from the most sensitive 
and active portion the movement is initiated. 
During gastric peristalsis the cardiac portion 
of the stomach is in tonic contraction and acts 
as a rubber bag forcing food into the pyloric 
portion where peristalsis is active. 


Eugene Klein, of New York, has confirmed 
Alvarez’ work. He thinks that portions of the 
lesser curvature near the esophagus and also 
near the incisura are centers somewhat like the 
sino-auricular node of the heart and that the 
impulse for peristalsis is initiated there and 
peristalsis begins as ripples unobservable roent- 
genographically until the more pronounced 
contraction appears about the middle of the 
body of the stomach. He has called attention 
to the fact that an ulcer along the lesser curva- 
ture will produce spasm of the corresponding 
segment of the stomach, whereas an ulcer on 
the greater curvature may cause practically no 
spasm or symptoms, Experiments in which 


the lesser curvature has been injured or re- 
moved have shown that there is marked inter- 
ference with the emptying of the stomach, but 
if the stomach of an animal is divided almost 
down to the lesser curvature and the lesser 
curvature left intact with even a small open- 
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ing, little or no interference with the empty- 
ing occurs, 

‘The theory of Edkins that there is a specitic 
hormone secreted by the pyloric mucosa of the 
stomach which is absorbed and stimulates gas- 
tric juice has not been proven, There are many 
substances which, injected into the blood, will 
cause a secretion of gastric juice, such as ex- 
tract of strawberry, meat extracts and extracts 
of spinach. 

Carlson has stated that there is no such 
thing as hyperacidity—that the variation is 
chiefly downward, beginning with one-half of 
one per cent hydrochloric acid. He thinks that 
the gastric juice has been too much glori ec 
and in a study of gastric function in three in- 
dividuals in whom there was a gastrostomy be- 
cause of cicatricial esophageal stenosis he was 
able to draw out the so-called appetite gastric 
juice and digestion would proceed fairly satis- 
factorily. Ivy in more recent work has elabo- 
rated the causes of gastric secretion, Pavlov 
has demonstrated the appetite gastric juice 
which comes from the sight or smell of food 
and from the sensation produced by food in the 
mouth. Later, the presence of food in the 
stomach causes gastric juice to appear, This i. 
not solely mechanical, because inert  sub- 
stances, such as sand, applied to the gastric 
mucosa, produce no gastric juice, but cause 
mucus, The exact stimulus in food for gas- 
tric juice is not clearly understood, but meat 
extracts and bread in which there is a certain 
amount of protein undoubtedly stimulate gas- 
tric juice markedly. Ivy has shown that some 
substance stimulating the secretion of gastric 
juice is absorbed in the blood during digestion. 
A spastic pylorus or mechanical obstruction 
which delays the emptying of the stomach and 


_ prolongs the contact of food with the gastric 


mucosa will cause an increase of gastric juice 
and produce an apparent hyperchlorhydria, 
which is really due to the normal reaction of 
the stomach to the prolonged contact of food. 
Measures that without irritation tend to empty 
the stomach more readily will lessen the amount 
of gastric juice. 

The chief action of the gastric juice is on 
proteins, which it converts first into acid albu- 
min or syntonin, then into primary and secon- 
dary proteoses and finally into peptones, and 
this process is continued still further to amino- 
acids in the small intestine. Fats and starches 
are practically not acted upon at all in the 
stomach. Proteins, then, not only call for gas- 
tric juice but they also stimulate peristalsis. 


19 
on 
sa 
ch 
m 
ch 
of 

rar 
ac 

pt 

re 

te 

al 

h 

h 
fi 

f 

t 

a 

i 

t 

| 

] 

1 

| 


— > 


1926] VIRGINIA MEDICAL MONTHLY. 423 


The acidity of the gastric juice varies not 
only with the individual, but varies in the 
same individual from time to time. The hydro- 
chlorie acid and the pepsin in gastric juice is 
more concentrated when secretion is rapid 
during the process of digestion. The presence 
of a high degree of hydrochloric acid, or so- 
called hyperchlorhydria, is not necessarily a 
forerunner of ulcer. Dragstedt produced in 
dogs in which there was a low hydrochloric 
acid content in the gastric juice an artificial 
peptic ulcer, and found the hydrochloric acid 
content was elevated. We know that in other 
regions the presence of an irritant often tends 
to increase the secretion, so it seems more prob- 
able that if there is any relation between high 
hydrochloric acid content and ulcer, it is one 
in which the ulcer is the cause and the high 
hydrochloric acid the effect. 


DERANGEMENTs OF Gastric FUuNcTION 

Probably the most common of the serious de- 
ficiencies in the secretion of gastric juice is the 
lack of acid, or achylia gastrica, This may be 
from various causes, some of which are not 
thoroughly understood. Many cases of achy- 
lia gastrica are doubtless due to some toxic 
substance that affects the glands of the stom- 
ach and so diminishes secretion. For example, 
in pernicious anemia achylia is an early and 
constant symptom, Cancer in any portion of 
the body elaborates a toxic material which 
often causes achylia gastrica. This is parti- 
cularly true of cancer of the stomach, possibly 
because of the proximity of the malignancy 
and consequently greater opportunity for the 
gastric glands to be affected. There is nothing 
pathognomonic, as is sometimes supposed, in 
the lack of acid in the gastric juice in carci- 
noma of the stomach, because this condition 
occurs from carcinoma elsewhere. Whether 
the cause can de definitely ascertained or not, 
the administration of large quantities of di- 
lute hydrochloric acid, about 1 dram in water 
or milk three times a day, may be beneficial. 

At least 80 per cent of stomach troubles are 
due to interference with the motor mechanism, 
and not from affections of secretion. The 
stomach has a sensory nerve supply which is 
small, and the sensory fibers terminate in the 
muscle and do not reach the mucosa. When 
there is a lesion, as an ulcer in the pylorus, the 
accompanying congestion sensitizes the nerve 
fibers and makes them more liable to initiate 
impulses of pain, just as hyperemia on the hand 
around a boil would make the nerve fibers 


supersensitive. Consequently, contraction or 
spasm which under ordinary conditions would 
cause no discomfort may give rise to pain 
when there is hyperemia from an ulcer. Then, 
too, Cannon, Carlson and others have shown 
that hunger pains which are synonymous with 
intense contraction of the stomach may be pro- 
duced by prolonged fasting. 

The theory of Alvarez, of the myogenic 
origin of peristalsis, which has been confirmed 
by Klein, holds for most of the actions of the 
stomach, because the extrinsic gastric nerves 
of dogs can be severed and while peristalsis 
will be markedly interfered with for a few 
days it will eventually proceed almost norm- 
ally; this does not mean, however, that the ex- 
ternal gastric nerve supply is unnecessary. 
Many reflexes are produced through these 
nerves. Roentgenologists have noted the ileo- 
colic reflex, by which when the lower ileum 
empties into the cecum the pyloric sphincter 
relaxes almost immediately. But the work of 
Alvarez has served to give a logical explana- 
tion for many phenomena of stomach trou- 
ble which heretofore could not be explained. 
He has shown, among other things, that the 
sensitive muscle of the gastro-intestinal tract 
where peristalsis is initiated and where the 
rate of contraction is high, is more affected by 
toxic influences than is the more slowly con- 
tracting muscle. In dogs or cats with influenza 
he has found that the muscle in the lesser 
curvature near the esophagus contracts more 
slowly than normal, whereas muscle near the 
pylorus may be but slightly affected. When 
strips of the highly active muscle from the 
lesser curvature and strips of slowly acting 
muscle from the greater curvature are placed 
in oxygenated Locke’s solution, both contract- 
ing at their respectively proper rates, it will 
be found that the rapidly contracting muscle 
will be slowed down by the gradual reduction 
of oxygen in the Locke’s solution before the 
slowly contracting muscle is affected. The 
former is not only more sensitive, but it is 
less hardy. 


INTERPRETATION OF SYMPTOMS 

With these physiologic facts before us, much 
can be explained that was formerly but poorly 
understood. We can see how acute infectious 
diseases, such as measles, pneumonia, and diph- 
theria, will cause nausea and possibly vomit- 
ing because toxins decrease the function of the 
sensitive muscle along the lesser curvature near 
the eseophagus where peristalsis is initiated, 
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whereas the slower and more hardy muscle is 
but little affected. In this way, the mechan- 
ism of peristalsis is upset, and it may be that 
there is sufficient change to produce an actual 
reversal of peristalsis. Thus, there may be 
anorexia and nausea, and possibly yomiting. 

We know, too, that pylorospasm is affected 
reflexly and that the impulses are carried 
largely through the vagus nerve. Acute ap- 
pendicitis creates impulses through the vagus, 
which tend to produce contraction of the 
pylorus and the firm contraction may not only 
‘ause pain but may so elevate the muscular 
activity in this region as to cause vomiting. 

Walter Hughson, of Johns Hopkins Hospi- 
tal, has shown that in marked reflex pyloro- 
spasm caused by injury to the peritoneum sec- 
tion of the vagus nerve just below the dia- 
phragm will relieve the pylorospasm, as_ it 
breaks an are in the reflex. 

Analyzing such common complaints as bil- 
iousness, waterbrash and heartburn, we can find 
a logical explanation for them. Stomach trou- 
ble, or so-called indigestion, may be assumed 
to be due in a large proportion of the cases to 
a deranged motor “mechanism, If there is irri- 
tation about the pylorus, pylorospasm and de- 
layed emptying may occur, If there is a toxic 
affection of the more sensitive muscles, they may 
be so weakened that the gradient will not satis- 
factorily empty the stomach ; or there may be 
a combination of these two factors, So-called 
hiliousness, coated tongue and heartburn are 
due, according to Alvarez, to reversed peris- 
talsis, from irritation at the pylorus or lower 
in the gastro-intestinal tract; the cardiac 
sphincter is relaxed and the gastric juice is 
extruded into the esophagus. It reaches the 
upper part of the esophagus, where there is 
smooth muscle fiber, and is quickly swallowed. 
but a bitter taste results. Alvarez has noted 
that in cases of heartburn almost always the 
contents of the esophagus are acid, where 
normally they would be alkaline. This is not 
due to any excess acid in the gastric juice, but 
gastric juice does not normally belong in the 
esophagus. In women who are _ pregnant, 
when the activity and gradient of the lower 
segments of the intestine are raised because of 
the hyperemia of pregnancy, it is a common 
thing to find nausea, sometimes vomiting, and 
decay of the back teeth from regurgitation of 
the gastric juice. It does not seem probable 


that a physiologic condition such as pregnancy 
should always be accompanied by nausea due 
Toxemia is pathologic, but 


to a toxemia. 


Jetober, 


pregnancy is almost always accompanied a! 
some time during the terms by nausea, heart. 
burn, and waterbrash. 

A coated tongue is often due to regurg! 
tation of the gastric and duodenal contents. 
The mucosa of the tongue has no unusual glands 
and is coated either because of sepsis in the 
mouth or sinuses, or by regurgitation of the 
gastric and duodenal contents. In other word-, 
fecal contents from the small bowel come bac 
in cases of “biliousness” (disturbed motor 


mechanism) and coat the back of the tongue. 


TREATMENT 

The practical application of these observa 
tions is obvious. First of all, it should be de 
termined whether the stomach trouble is due 
to psychic influences, to toxic material or to a 
spasm, There is a possibility of i improper gas- 
tric secretion causing it, but this is not great. 
If there is a toxic cause, such as a focus of in- 
fection, it should be treated. If the nerves are 
supersensitive from anxiety or from psychic 
influences, this should be corrected. It is 
well known that the secretion of bile has nothi- 
ing to do with so-called biliousness. A tem- 
porarily deranged motor mechanism may some- 
times be set aright by a purgative. 

The administration of alkalies, and parti- 
cularly of soda, often gives relief from stom- 
ach symptoms. This is primarily not because 
of neutralization of the acid, 
high acid content in the gastric j juice may tend 
to increase peristalsis and there may also be 
some indirect effect of the soda upon the muscles 
of the stomach. Alkalies given indefinitely. 
particularly in large amounts, may do much 
harm by irritating the stomach and by causing 
alkalosis. Probably calcium carbonate is the 
least injurious alkali to be given continuously. 
as it acts only in the presence of a free acid. 
Chewing gum may increase saliva and so de- 
crease gastric acidity. Belladonna and _ its 
preparations often relax spasm of the pylorus 
and so regulate peristalsis. Administration of 
a purgative sometimes has an irritating effect 
which tends to raise the rate of contraction in 
the upper segments of the gastro-intestinal! 
tract, according to Alvarez, and so re-estab- 
lishes the gradient. 

Pure gastritis without ulcer or caustic chem- 
ical irritant is an infrequent and indefinite 
lesion. Some pathologists doubt if it ever oc- 
curs. Derangements of the motor mechanism 
are quite common. One of the best principles 
for treatment is the old principle of rest, em- 
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phasized by Hilton sixty-five years ago, and 
rest means avoiding function as far as pos- 
sible. If, then, we find that proteins stimulate 
both the peristalsis and the secretion of the 
stomach, it is best to reduce the intake of pro- 
teins, Carbohydrates and fats are not at all 
affected by the gastric juice. By balancing the 
(liet so that the intake of food will be no more 
than is necessary to maintain life, and by giv- 
ing the stomach as little work as possible, 
physiologic rest for the stomach is established, 
The protein of milk is less stimulating than 
meat proteins, Water has but little effect upon 
the stomach. 

Arrangement of the diet, arrangement of 
work, and correction of the psychic and toxic 
influences so as to lessen the burden on the 
stomach are the main factors in the treatment 
of stomach trouble. 

If surgery is indicated for organic gastric 
diseases, the object should be to remove the 


Stomach 


Fig. 4.—In the modified Billroth I, the union is made along the 
lesser curvature to insure the continuity of the axis of 
peristalsis. An incision is made in the anterior wall of 
the duodenum for a distance of about an inch or an inch 
and a half. This flares open the duodenum and makes a 
wide surface for union with the stomach so that the tend- 
ency toward constriction at this point is overcome. 


pathology as far as possible and to restore 
physiology when it can be done. Peptic ulcers 
in their early stages should, as a rule, be 
treated medically by a diet so regulated as to 
give the stomach as much rest as possible. This 
cannot be done unless the patient is in bed. 
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because when the patient is about he requires 
more food and so gives more work to the stom- 
ach. If a gastric ulcer does not heal in a few 
months, particularly because gastric ulcers may 
become cancerous, a partial gastrectomy should 
be done and the stump of the duodenum united 
to the stump of the stomach along the lesser 
curvature. (Fig. 4). Duodenal ulcers that 
are refractory to medical treatment may be 
dealt with surgically by pyloroplasty, a gas- 
troenterostomy, or by excision, depending upon 
the kind, size, and location of the ulcer. After 
any surgical operation on the stomach, how- 
ever, the patient should have medical treat- 
ment for several months. 
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THE ROLE OF HIGH FREQUENCY CUR- 
RENTS IN THE TREATMENT OF 
NEOPLASTIC DISEASE.” 


By H. HARTWELL BASS, M. D., Durham, N. C. 
Foreword.—Experience has taught that those 
who depend upon any one method in the treat- 
ment of malignant disease are doomed to dis- 
appointment. 

Operative surgery, radium and the X-rays 
are equally important, All of these are em- 
ployed in our hospital. We, therefore, hold no 
brief for any particular method; but experi- 
ence has demonstrated the extreme importance 
of electrothermic methods, which, through lack 
of knowledge, have not taken their rightful 
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place in surgery. We consider them second to 
none, and, in many instances, superior to all 
others, Consequently, the object of this paper 
is to emphasize the importance of these methods 
without detracting from the others, devoting it 
to a brief description of the currents and a dis- 
cussion of the rationals, instrumentation, tech- 
nic, clinical and histological findings. 

There seems to be some discussion at the 
present time as to the proper nomenclature of 
high-frequency terms. The terms here used 
with reference to desiccation were first intro- 
dluced by my associate and co-worker, Dr, Wil- 
liam L. Clark, of Philadelphia. Dr. Clark 
named them according to the macroscopical ef- 
fect upon tissue. The coagulation terms origi- 
nated with Dr. E. Doyen. Two tissue changes 
under this head will be discussed—desiccation 
and coagulation. 

Currents Used —High-frequency currents. 


Mr. L. Case No. 1834. 
Referred: February 26, 1926. 
Diagnosis: Squamous cell carcinoma of lower lip. 
Operation: Lesion removed by coagulation. 
Treatment: Glands of the neck radiated with radium and 
fractional X-ray. 
On right is shown improvement on May 7, 1926. 


as their name implies, are those in which the 
vibrations and oscillations are so rapid that 
there is no faradic effect upon the tissue. There 
is no contractility or muscular response to the 
currents; only heat is produced, caused by the 
resistance the tissue offers to the passage of 
the currents, with its millions of vibrations 
and oscillations per second. 

These currents were first described, in the 
case of the monopolar, by Oudin, and the bi- 
polar by d’Arsonval. 

The desiccation current, as described by 
Oudin, was first produced by a high-tension 
static current transformed into a_high-fre- 
quency of suitable quality by means of Leyden 
jars of sufficient capacity, and a resonator sup- 
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plying the proper induction, At the preseni 
time these currents are produced by a suitable 
transformer in connection with Leyden jars or 
mica plates and solenoids. 

There must be a proper balance between these 
several units, so as to produce and deliver « 
current of the right quality. There must be a 
fineness of adjustment so as to obtain a spark 
of hair-like fineness, suitable for the most deli- 
cate eve work, or one so powerful that it wil 
effectually amputate or coagulate a tongue or 
a breast. These adjustments are obtained by 
the use of a multiple spark gap in connection 
with a rheostat, and even with these the proper 
intensity and fineness of adjustment cannot be 
obtained except by experience. A milliampere 
meter cannot measure accurately a monopolar 
current, as there is no return circuit. 

There is an impression among many that 
the desiccation and the coagulation currents 
are one and the same. This is an error, and 


will be demonstrated both clinically and _his- 
tologically. 

Desiceation, as originally deescribed by Dr. 
William L. Clark, is produced by a monopolar 
current of the Oudin type, and, consequently. 
is of high voltage and low amperage. 


Its ef- 


Mr. P. L. R. Case No. 1614. 

Referred: July 14, 1925. 

Duration: 12 months. 

Complication: Wassermann four plus. 

Diagnosis: Squamous cell carcinoma of lower lip. 

Previous treatment: Radium and X-ray. No results—seemed 
to aggravate. 

Operation: Lesion removed by coagulation, going well be- 
yond the involved area. 

Treatment: Glands of the neck radiated with radium and 
fractional X-ray. 

On right is shown improvement September 11, 1925. 


fect upon the tissue is that of a drying or de- 
hydrating process. The structures can be com- 
pletely mummified without charring. The cur- 
rent may be delivered to the tissue to be treated 
by an electrode with a pointed needle, held in 
the operator’s hand, under control of an assist- 
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ant or by a foot switch. There may be a short 
air space between the needle and the lesion 
under treatment, or there may be actual con- 
tact, and the needle may be inserted deep into 
the tissues, depending upon the depth the 
operator wishes to destroy. 

The desiccation method is used advantage- 
ously when the lesion is localized and a good 
cosmetic result is desired. There is practically 
no inflammatory reaction, Scar tissue forma- 
tion is not stimulated; hence, its good result. 
The fineness of adjustment enables one to treat 
lesions of the eye with the greatest accuracy. 
Corneal ulcers, pterygium and trachoma are 
best treated by this method, without fibrosis 
and its resultant contractures. Localized 
lesions of the larynx, bladder and rectum, ero- 
sions of the cervix, urethral caruncle, yield 
readily to this treatment. Moles, papilloma, 
angioma, naevus pigmentosus, leucoplakia, lu- 
pus vulgaris and erythematosus, malignant 
lesions of the skin and mucous membrane, and 
many other pathlogical conditions are amen- 
able to the desiccation method. 

I desire to call your attention to this method 
in the treatment of hemorrhoids, and refer 
you to a paper which I read before this Society 
last year, entitled “The Treatment of Hemor- 
rhoids by Desiccation under Local and Sacral 
Anesthesia.” 

Infected tonsils are successfully treated by 
the desiccation method, and is especially in- 
dicated where it is desired to conserve the cap- 
sule as a barrier to infection. It is the pre- 
ferred method in cases attended with great sur- 
gical risk. The tonsil can be desiccated down 
to its capsule without pain, hemorrhage, or 
secondary inflammation, by a topical applica- 
tion of a 10 per cent cocaine solution, the cur- 
rent sterilizing and destroying all infected tis- 
sue. 

Coagulation is produced by a bipolar high- 
frequency current of the d’Arsonval type, utiliz- 
ing a multiple spark gap. There are numerous 
electrodes of different shapes, for the treat- 
ment of cancer by this current, from the tech- 
nique of Doyen to the flat electrodes of Cor- 
bus. I prefer to use the large asbestos pad as 
the indifferent electrode, and a pointed needle 
for the hand electrode. There being no polarity 
to the current, it makes no difference upon 
which side of the apparatus the poles are at- 
tached. The asbestos pad is thoroughly satu- 
rated with water and placed under the patient’s 
naked back. The pointed needle, that is, the 
hand electrode, may be used as a continuous 


spark, or it may be inserted into the growth to 
any depth that may be desired. This current 
differs from the monopolar, being of a moder- 
ate voltage and a high amperage. It is more 
penetrating, the heat extending far beyond the 


Mr. W. B. Case No. 1821. 

Referred: February 23, 1926. 

Diagnosis: Squamous cell epithelioma type No. 2. 

Present condition: Lesion involving left side of mouth, 
tongue and buccal surface, extending back as far as the tonsils, 
Lower jaw involved with sequestra formation and necrotic 
fracture. 

Treatment: Radium needles inserted into growth for twelve 
hours. One week later was followed by the removal of lesion 
by coagulation. Jaw bone was resected from symphysis to left 
articulation. External carotid artery ligated. This was followed 
by cross fire radium and fractional X-ray radiation to the 
glands of the neck. 

On right is shown improvement on May 7, 1926. 


point of contact of the hand electrode. The 
malignant cells, being embryonic and more 
sensitive to heat than the normal tissue cells, 
are rendered harmless if not destroyed at quite 
a distance from the point treated. 

This bipolar current is registered by a milli- 
ampere meter, with a capacity of 200 to 2,000 
milliamperes, depending upon the intensity of 
the current desired, which is dependent upon 
the size and depth of the structures to be 
treated. 

There are many variations in the technic em- 
ployed in the treatment of superficial and deep- 
seated lesions, We prefer the hand electrode 
of the Universal type, making our own needles 
and shaping them to meet the requirements of 
the case. Knitting needles of sufficient length, 
or large cambric needles, or very fine steel sew- 
ing needles are generally used, bending them 
at their points to any angle necessary for the 
requirements of the case. 

If the hand electrode is held at some dis- 
tance from the lesion, it will only receive the 
invective spark and the penetration will not 
be so deep. This may also be used for super- 
ficial lesions. If thorough coagulation of great 
depth is desired, the needle should be inserted 


= 
Le 
a 
H 
a 
‘ 
t 
: 
= 
Jae 
XUM 


428 


slowly, watching the effect of the current upon 
the tissue, and as it becomes thoroughly coagu- 
lated, withdraw the needle and insert it at an- 
other point, until the lesion is completely sur- 
rounded by a coagulated area, Then the cen- 
ter of the lesion may be treated in like manner, 
until the growth is coagulated throughout, ani 
then may be curetted, or removed by scissors. 


Mr. T. M. Case No. 1659. 
Referred: August 24, 1925. 
Duration: 8 months. 
Diagnosis: Squamous cell epithelioma type No. 2. 
Wassermann: Negative. 
Treatment: Lesion removed by desiccation. Gland of the 


neck radiated with radium and fractiona X-ray 
On right is shown improvement on September 9, 1925. 


It is well to go beyond the diseased area so as 
to be certain that ali diseased tissue is in- 
cluded, After the coagulated tissue has been 
removed, then a less intensive current should 
be used, to stop all bleeding and protect the 
wound from future hemorrhage. When the 
growth is in proximity to or fed by large blood 
vessels, the latter should be ligated to prevent 
hemorrhage when the slough separates. All ex- 
tensive lesions about the tongue or mouth 
should be preceded by ligation of the external 
‘arotid arteries before being treated. Often 
we do this under local anesthesia a few days 
before the current is used, but I think it best 
that the ligation be done at the same time as 
the current operation. 

The action of the current upon the tissue is 
that of a steaming and boiling process, The 
tissue is coagulated without charring, differing 
from the desiccation current by its effect upon 
the tissue treated. It is more penetrating and 
more destructive. Fibrosis is stimulated, and 


the wound heals with decided scar tissue for- 
mation; hence, its undesirability for the re- 
moval of tonsils and hemorrhoids. 

Whether employing the desiccation or the 
coagulation method, the object should be to 
destroy the lesion at one sitting. Even this dif- 
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fers from other methods in the treatment of 
cancer. When one has used radiation to a 
limit, both by radium and X-rays, or operated 


surgically for the removal of a growth, they 
have, in-a measure, reached their limit. It is 


not so with this method of treatment; you can 
always go farther or retreat at any time. There 
is no limit to its application. The tissue 
treated should be immediately removed, ex- 
cept in the case of mucous membranes, These 
should be allowed to remain in place and sepa- 
rate slowly to prevent hemorrhage. Devitalize 
bone will sequestrate in about six weeks and 
then can be easily removed, Differing from 
operative surgery, diseased tissue alone may 
be treated and the healthy structures left intact 
to prevent further invasion. There is prac- 
tically no trauma and but slight impairment 
to the healthy tissues. When the lesion is 
localized, it is generally unnecessary to use 
radium or X-rays, as this treatment is quite 
effectual. 

There are many cases in which the electro- 
thermic methods are not applicable and radia- 
tion and operative surgery are preferable; but 
our experience has been such that we feel very 
strongly that the electrothermic methods aione 
should be used in the type of lesions men- 
tioned. Success or failure depends upon proper 
technic, and experience alone can teach this. 
The quality of current cannot be regulated by 
the number on the rheostat or the manipula- 
tions of the spark unless one is possessed of the 
individual knowledge of current quality. The 
electrothermic methods should not be used by 
one unless he has had surgical training. These 
are distinctly surgical procedures and should 
be done by a surgeon. 

The preparation and after-care of a patient 
is quite as important as in other surgical pro- 
cedures. In fact, these wounds require closer 
attention than ordinary surgical wounds. 

The efficiency of these methods is increased 
in some cases by the judicious use of operative 
surgery, radium and the X-rays. The electro- 
thermic methods should be used alone only in 
localized tumors of a type which do not tend to 
metastasize. Electrothermic methods are pe- 
culiarly adapted to the treatment of localized 
malignant growths in the oral cavity, urinary 
bladder, larynx, ete. Mouth cases of exten- 
sive involvement should be preceded by a 
temporary gastrostomy. to assure the patient 
proper nourishment and to prevent irritation 
during the process of healing. The choice of 
anesthetics depends upon the extent of the 
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lesions and their locality. Whenever a gen- 
eral anesthetic is used, it should be removed 
from the operating room to prevent ignition 
during the operation. 

If the patient begins to recover from his 
anesthesia before the operation is completed, 
the procedure should stop and the patient re- 
anesthetized. This can be repeated as often 
as necessary until the work is done. It is best 
to precede general anesthesia, when practical, 
iy the hypodermic use of morphine and atro- 
pine a few minutes before operating. 

The after-care of the wounds should be 
thorough and persistent. All necrotic tissue 
should be preserved by some local antiseptic 
until nature has thoroughly separated it. We 
prefer the free use of hydrogen peroxide with 
equal parts of water as a cleansing agent, this 


Mrs. M. Case No. 1820. 

Referred: February 26, 1926. 

Previous treatment: Plasters. 

Wassermann: Negative. 

Diagnosis: Basal cell epithelioma on tip of nose. 

Operation: Lesion removed by desiccation. No other treat- 
ment. 

On right is shown improvement on April 26, 1926. 


to be followed by a moderately strong solution 
of hypochlorite of sodium, In lesions treated 
in the oral cavity, these applications should be 
made at intervals of a very few hours, It not 
only prevents excessive maceration and slough- 
ing, but frees the stomach of receiving necrotic 
debris. 

The after-care of wounds done by coagula- 
tion requires closer attention than those done 
by desiccation. The desiccation wounds are dry 
and do not require the constant care and dress- 
ing. 

Histopathological Findings. — The histo- 
pathological studies were made in the patho- 
logical laboratories of the Clark-Bass Hos- 
pital, In the vast majority of instances, his- 
tologic studies of neoplasm are limited to diag- 
nosis. and in order to correlate the histologic 


findings with the clinical results obtained, mi- 
croscopic examination of tissue, submitted to 
desiccation and coagulation, were undertaken. 
The material used consisted chiefly of epithe- 
lioma (basal and squamous-cell types) and nor- 
mal tissues of laboratory animals. Investiga- 
tion entailed the study of the effect of the cur- 
rents on the cells and blood vessels in the im- 
mediate and remote areas of the field of opera- 
tion. The histologic pictures obtained were so 
well defined and so uniform as to stamp them 
with certain characteristics. The celis sub- 
mitted to desiccation were shrunken and shriv- 
eled and their nuclei condensed and elongated 
without a suggestion of cell outline, the whole 
assuming a mummified appearance, The blood 
vessels were thrombosed, and there was no evi- 
dence of hemorrhage. 

In the case of coagulation, the cell outline 
was entirely lost. The affected tissue elements 
were fused into a structureless homogeneous 
mass, presenting an appearance not unlike that 
of hyalinization, 

Since the tissues examined were those ob- 
tained at the operating table, no opportunity 
was offered to observe the cell reaction likely 
to occur in the zone adjacent to the area 
treated. Guinea-pigs and rabbits were used 
for this purpose. Small areas of skin, sub- 
cutaneous tissue and muscle were submitted to 
desiccation or coagulation treatment. and the 
animals returned to their cages. Several days 
later sections were removed for study. They 
revealed practically the same tissue changes 
already noted, but, in addition, there was 
round-cell infiltration in the outlying zone, and 
in certain areas this infiltration was localized 
around the blood vessels. These are the funda- 
mental principles of pathology upon which the 
histologic studies were based, and it is in this 
sense that tissues treated by electrothermic 
methods present histologic pictures of such uni- 
formity and constancy as to endow them with 
specific histological characteristics, namely, the 
shrunken and elongated appearance of the cells 
and their nuclei, and the round-cell infiltra- 
tion in the case of desiccation. and the com- 
plete loss of cell outline and hyalinized appear- 
ance of the itssue and thrombosis of blood ves- 
sels in the case of coagulation. 

As stated. the electrothermic methods are de- 
pendent for their results upon the resistance 
of the tissue to the current, which manifests 
itself in the formation of heat. In the case 
of desiccation, the current being of compara- 
tively low amperage, a moderate degree of heat 
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is produced, but of sufficient intensity, how- 
ever, to cause complete evaporation of the wa- 
ter contents of the cells; hence, their mummi- 
fied appearance. 


Mrs. L. S. Case No. 1742. 
Referred: November 15, 1925. 


Duration: 15 years. 
Wassermann: Negative. 
Diagnosis: Basal cell epithelioma. 
Operation: Desiccation. 


On right is shown improvement on February 17, 1926. 


Since the mode of cell death is associated 
with very little degenerative change and scant 
disintegrated material, there is but a small 
amount of fibrous tissue as an end result: 
hence, the good cosmetic result, and, incident- 
ally, the neighboring healthy tissues are spared 
the devitalization resulting from the formation 
of an abundant contractible fibrous tissue. The 
coagulation method, requiring a higher am- 
perage, induces a more intense heat, so that it 
not only dehydrates the tissues but causes 
coagulation of the cell protoplasm. This 
greater degree of destruction results, as we 
have learned to expect, in proportionately 
greater amount of fibrous tissue formation. 

Thus, in conclusion, not only are the aims 
attained as stated at the outset of this paper. 
but the electrothermic methods are placed upon 
an histologic basis and are correlated with 
clinical results. 

Abstracts have been fully used from my for- 
mer papers on “Some Recent Thoughts on the 
Pathology and Treatment of Cancer,” read be- 
fore the North Carolina Medical Society, 
April, 1924, and also a paper read before the 
Sixth Councillor District at Oxford, North 
Carolina, entitled “Treatment of Malignancy 
by Combined Methods.” 

Piedmont Building. 

Formerly with Dr. Wm. L. Clark, at Clark- 
Bass Hospital, 2215 Walnut Street, Philade!l- 
phia. 
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URETERAL CALCULI—REVIEW OF 
FORTY-ONE CASES—WITH 
LANTERN SLIDES.* 


By W. CALHOUN STIRLING, M. D., F. A. C. S., 
Washington, D. C. 


Associate Professor of Genito-Urinary Surgery, Georgetown 
Medical School; Genito-Urinary Surgeon, Georgetown 
Casualty and Gallinger Hospital. 


Etiology.—Among the principal factors in- 
volved in the formation of urinary calculi may 
be mentioned infection of the kidney, urinary 
stasis, and the excessive excretion of crystal- 
loids in the urine. As a result of animal ex- 
perimentation, calculi have been produced in 
the urinary tract from a focus of infection in 
the oral cavity. This was done by Rosenow 


and Meisser in 87 per cent of a group of ani- 


mals, and is very suggestive. Keyser showed 
that an excessive deposit of urinary salts with 
subsequent calculus formation could be pro- 
duced by an alteration of the urinary col‘oids. 
G. J. Thomas found infection of the kidney in 
75 per cent of his cases of ureteral calculi. In 


Fig. 1—Fusiform stone impacted in middle third ureter. Ure- 


tero-lithotomy necessary, due to acute infection. 


this report of forty-one cases of stone removed 
from the ureter by the writer, infection of the 
upper urinary tract was present in thirty cases, 
We are all acquainted with the frequency with 
which stone formation occurs in the bladder 
in the presence of residual urine resulting from 
prostatic adenoma. Similarly, urinary stasis 

*Read before the Medical Society of ‘the | District of Columbia, 
May 19, 1926. 

Note—Five other cases have been seen subsequent to this and 


the ureteral forceps were successfully used in removing a 
stone in one of these cases. 
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in the upper urinary tract plays an important 
part in calculus formation as ureteral kinks, 
ptosis of the kidney, and congenital anomalies; 
and ureteral strictures are not infrequently 
seen, resulting in urinary stasis. 

Frequency. — Ureteral calculi have their 
origin in the kidney and usually become ar- 
rested at one of the anatomical constrictions of 
the ureter, Approximately 75 per cent become 
impacted in the lower ureteral segment, 15 per 
cent in the upper ureter, and the remaining 
10 per cent in the iliac portion, Bumpus and 
Scholl found 10 per cent of ureteral stones were 
bilateral. The incidence of recurrence follow- 
ing the passage of a stone is from 10 per cent 
to 12 per cent. It has been conservatively esti- 
mated that half of the patients with ureteral 
stone will pass them without treatment, and 
that 25 per cent of the remainder will pass 
following manipulation, leaving 10 per cent 
that will require operative removal. 

X-Ray Findings—A_ roentgenogram will 
show the size, location, number of stones, and 


Fig. 2.—Kretschmer’s method of localizing ureteral shadows. 
Intra-ureteral shadows bear same relationship to catheters. 
Stone passed following third manipulation. 


which ureter is involved, as well as determine 
whether or not the stone can be removed with- 
out an operation. The opacity of a stone de- 
pends on its atomic weight. White reports a 
series of twenty-four cases and found that cal- 
cium oxylate and phosphate occur singly or 
collectively in 90 per cent of the stones passed. 
He found that more uric acid stones reach 


the bladder than do those composed of cal- 
cium oxylate. The poor shadow casting prop- 
erties of uric acid, cystin, and xanthin stones 
account for the 10 to 15 percentage error of 
ureterograms in the diagnosis of ureteral cal- 
culi. Fortunately this type of calculus is less 
common than the oxylates and phosphates. 
Occasionally a stone will be overlooked due to 
its superimposition on the pelvic bones and 
transverse process of the spine. This occurred 
in one case in this report. 

Symptoms.—Pain is the symptom most often 
complained of by the patient and is present in 
approximately 95 per cent of the cases. If the 
pain is sharp and colicky, it is indicative of 
acute blockage of the kidney and ureter, and 
is caused by spasm of the ureter together with 
sudden distention of the kidney capsule. In 
the chronic cases with hydronephrosis or 


7 


Fig. 3.—Small stone in right ureter with opaque catheter in 
contact with it. The other shadows were phleboliths. 
These latter shadows are sometimes confusing if located 
within the normal course of the ureter. Stone passed after 
dilatation. 


pyonephrosis, the pain is dull and aching in 
character and is caused by stretching the cap- 
sule of the kidney. The pain is often referred 
along the course of the ureter into the thigh, 
scrotum, and penis. It frequently becomes lo- 
calized in the abdomen and often simulates an 
acute attack of appendicitis, cholecystitis, 
salpingitis and uterine disorders. Cabot re- 
ports one hundred and fifty-three cases of 
ureteral stone, and found that an appendec- 
tomy had been performed in 30 per cent with- 
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out relief of the original pain. Judd found 
that 30 per cent of his series of ureteral stone 
had been subjected to intra-abdominal 
operation, Cecil reports a 28 per cent error 
in diagnosis of this condition. In this series 
it was found that twelve patients had been 
operated on without relief of the presenting 
pain, i. e.. an incidence of over 30 per cent. 
Bladder irritability is usually present at some 
time during the passage of the stone. As a 
result of acute obstruction of the ureter with 
distention of the renal pelvis, nausea and 
vomiting is not infrequently seen, The pres- 
ence of either red blood cells or pus in the 
urine is suggestive of a stone if seen following 
an acute attack of renal colic. One of these 
elements is present in the urine in most cases. 
Pus in large quantities is suggestive of pyo- 
nephrosis, 
Diagnosis —The presence of renal colic to- 
gether with blood or pus in the urine calis for 
a careful urological examination to determine 


Fig. 4—Plain roentgenogram showing shadows indicated by ar- 
rows, superimposed on sacrum. This type of stone is 
occasionally overlooked. Passed following manipulation. 


the source of the irritation, All cases of renal 
colic should be X-rayed. If a suspicious 
shadow is seen in the region of the ureters or 
kidney pelvis, its exact location may be deter- 
mined by passing a shadow-graph ureteral 
catheter on the affected side, followed by a 
stereogram. Further confirmation may be had 
by doing a ureterogram. Braasch says this 
should be done in any case in which doubt 
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exists as to the location of the shadow. Many 
‘vases have undergone needless operations on 
the ureter for suspected stones which were 
found to be calcified glands in the mesentery 
and adjacent lymph nodes. Judd advised a 
pyveloureterogram where the symptoms point 
to a stone and the X-ray is negative, An area 
of translucency may be found if a stone is 
present. A weak solution of mercuric-sedium 
iodide injuected in the ureter may reveal the 
location of a stone by the contrast filling de- 
fect. The passage of an opaque catheter with- 
out a stereogram is insufficient evidence to 
warrant a diagnosis of ureteral calculus, as a 


Fig. 5.—Migratory stone in lower ureter. Pyelotomy done else- 
where four years ago, at which time stone was in lower 
ureter. Several successive plates have shown this stone at 
various levels of the ureter. Uretero-lithotomy required. 
Result, uremia. 


shadow located several centimeters either an- 
terior or posterior to the ureter may seem- 
ingly lie in the same plane in an antero-pos- 
terior view. A lateral exposure is helpful in 
ruling out a gall-bladder stone. Migratory 
stones are seen occasionally and may be very 
(lifficult to localize. One case in this group had 
a migratory stone and had an exploratory pye- 
lotomy done elsewhere without success. Two 
years later she was first seen by me and the 
stone located in the lower segment of the ure- 
ter. A uretero-lithotomy was done and the 
stone removed, after several roentgenograms 
had demonstrated the stone in different por- 
tions of the ureter and kidney pelvis. A large 
bougie passed in the ureter just before opera- 
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tion will anchor this type of stone and facili- 
tate recognition of the iliac ureter, The wax- 
bulb catheter offers additional confirmatory 
evidence of a stone and should be utilized if 
the X-ray is negative. Edema and irritation 
about the ureteral orifice on the affected side 
was found present quite often in this report. 
The percentage of error in diagnosing ureteral 
stone is approximately 10 per cent. 
Treatment.—Lewis, Bugbee, Fowler, and 
others are of the opinion that the vast majority 
of ureteral calculi will pass following cysto- 
scopic manipulation. Hamer, Smith, and 
Braasch call attention to the present day tend- 
ency to wait too long before surgical measures 
are undertaken, This delay may result in cde- 
struction of the kidney from infection and back 
pressure, Judd says, “About one-half of the 
patients will require operation in order to rid 


them of the stone.” The successful removal of 


Fig. 6.—Ureterogram of previous migratory stone showing stone 
at arrows. This is the most accurate method of localizing 
ureteral shadows. 


a ureteral calculus by cystoscopic manipulation 
depends on (1) location; (2) size; (3) num- 
ber; (4) amount of renal infection; (5) dura- 
tion of impaction and (6) tolerance of the pa- 
tient to cystoscopy. Given a patient with a 
stone not over two centimeters, with very little 
back pressure and infection and with no local 
reaction following intra-ureteral manipulation, 
the majority of such calculi may be success- 
fully removed without operation. However, 
this method of treatment should not be con- 
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tinued if the patient becomes toxic and de- 
velops uremia, Two patients in this series wete 
seen for the first time in a profound state of 
uremia, and required immediate drainage to 
relieve the uro-sepsis, The mortality of ure- 
tero-lithotomy is practically nil at the pres- 
ent time, so one should not hesitate to open the 
ureter if an acute infection supervenes and 
uremia is impending. Beer favors the use of 
indwelling catheters which may be left in the 
ureter for several days. This accomplishes two 
things, i. e., provides drainage and promotes 
gradual dilatation of the ureter. Some urolo- 
gists favor the use of chemical dilators, novo- 
cain and paperine being used principally. 
Simply changing the axis of the stone is often 
all that is necessary to cause expulsion of the 
stone. Working in collaboration with Mr. 
Reinhold Wappler, I have devised an instru- 
ment for removing small caleuly impacted in 
the lower ureter. Many of these stones are 
covered with spicules and become imbedded in 
the ureteral mucosa as a result of spasm. Di- 
latation fails to remove the stone in many in- 


Fig. 7.—-Complete unilateral reduplication of left ureter and 
kidney pelvis with small shadow in region of left ureter. 
Stereogram is very helpful in localizing this type of shadow. 

stances in impacted cases which usually require 

a uretero-lithotomy. With this instrument a 

small stone can be grasped and gently with- 

drawn into the bladder, obviating the neces- 

sitv for operation. The ureter should be di- 

lated well and sterile oil injected about the 

stone before the instrument is introduced. The 
bulbar tip prevents the mucosa of the ureter 
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being caught in the jaws of the instrument. 
Fluoroscopy can be used in conjunction with 
this instrument, giving the cystoscopist in- 
valuable aid in localizing and grasping a small 
stone. The jaws of the forceps should be closed 
until they are brought in contact with the 
stene; then, by gently opening the jaws and 
manipulating the handles, the stone may be 
grasped and either withdrawn or the axis so 
changed that it will pass. This instrument can 
be used in either the McCarthy or Buerger 
operating cystoscope. It is quite important 
to clear up the resulting kidney infection fol- 
lowing the passage of the stone in order to 
prevent a recurrence. The primary focus of 
infection should be carefully searched for and 
eliminated. Abscessed teeth and infected ton- 
sils are frequent offenders in this respect. 


Fig. 8.—Fusiform stone at uretero-pelvic junction. Stone re- 
moved by pyelotomy after withdrawing it into pelvis. 


Analysis of Cases —The average age of the 
patients in this report was forty years, while 
thirty patients were male and eleven female. 
Pain was elicited in thirty-eight, while red 
blood cells or pus was present in 85 per cent. 
Three patients required an operation to re- 
move the impacted ureteral calculus. One 
other patient had the stone crushed in situ. 
In one instance the stone was broken in several 
pieces and passed at different intervals. An 
average of three treatments were required to 
secure passage of the calculus. In several 
instances an indwelling catheter was left in 
the ureter for three to six days. This estab- 
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lished drainage and reduced the infection con- 
siderably in each case. No untoward reactions 
were encountered in any case, and all were dis- 
charged free from pus. 


Stirling Ureteral Forceps for removing impacted calculus in 
the lower ureter. 


One case with complete unilateral duplica- 
tion of the kidney pelvis and ureter was seen. 
The stone was impacted in the lower ureter: 
draining the superior or upper pelvis, and re- 
sulted in dilatation of the ureter and kidney 
pelvis, As it is the cephalic pelvis in a dou- 
ble kidney that is usually diseased, this case 
bears out the hypothesis that infection plays a 
major role in initiating calculus formation in 
the urinary tract. 
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FACTORS IN LOWERING MORTALITY 
IN BILIARY TRACT SURGERY.* 
By LOUIS A. McALPINE, M. D., F. A. C. S., Portsmouth, Va. 

A comparative study of the mortality figures 
of the various surgical diseases of the abdo- 
men brings one face to face with a large num- 
her of anatomical and physiological factors 
which in themselves are the cause of the higher 
mortality in upper abdominal diseases over 
that of lower abdominal disease, These fac- 
tors are to a certain extent definite and fixed, 
although they exhibit considerable variability 
in the different sexes and different individuals, 
It shall be the intention of this paper to men- 
tion these factors, but to devote the principal 
discussion to those factors which are the cause 
of the higher mortality in upper abdominal 
diseases. and especially biliary tract diseases, 
which are more or less under our control from 
the standpoint of surgical treatment. 

It is difficult to make an absolute numerical 
comparison in mortality percentages of the 
surgical diseases of the abdomen because of 
the great variation in these figures as reported 
by the different clinics. However, certain facts 
are evident which show the marked ditierence 
in the seriousness of upper abdominal surgical 
diseases and lower abdominal surgical diseases. 
Thus we observe that appendectomy is per- 
formed for acute appendicitis with a mortality 
that is almost nil. In contrast we observe that 
almost all surgeons advise against cholecystect- 
omy for acute cholecystitis on account of the 
high mortality, preferring to wait until the 
acute manifestations of the disease have sub- 
sided, Also, we know that operation for acute 
suppurative or acute gangrenous appendicitis 
is performed with a small mortality, while 
operation for empyemic or gangrenous gall- 
bladders is attended by a very much higher 
mortality. Further, we might compare the 
condition of a woman with double Fallopian 
tube abscess, who comes into the hospital for 
operation, with the grave condition of the 
woman who is brought in with a suppurative 
gall-bladder. 


*Read before the Norfolk County Medical Society, at Nor- 
folk, Va. 
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These facts are mentioned to emphasize cer- 
tain anatomical and physiological factors, 
which influence our surgical results and over 
which we have no control other than to know 
them thoroughly and in our treatment en- 
deavor to assist nature from a_ physiological 
viewpoint. The factor which comes first and 
most prominently to our minds involves the 
question of lymphatic absorption and_peri- 
toneal resistance, It is a fact, established by 
bacteriologists, that the gall-bladder and biliary 
ducts in health do not harbor bacteria. This 
is also true of the stomach and small intestine 
down to the lower end of the ileum and cecum, 
And there we cross the transverse umbilical 
line. Above we have a region in which norm- 
ally the lymphatics have not had bacteria or 
their toxins to deal with, and, consequently. 
we have tissue cells which are not resistant to 
infection. Below, during man’s whole exist- 
ence, the ileum and cecum have been teeming 
with bacteria, and the lymphatics have ab- 
sorbed the poisonous products and we have a 
region in which the cells have an established 
immunity to infection. This same condition 
exists in the entire lower abdomen and is re- 
sponsible for the ability of the peritoneum 
to localize infection, And, further, the anato- 
mists teach us that the lymphatics of the upper 
part of the small intestine are much larger and 
more numerous than those of the lower ileum 
and cecum or large bowel. and that a veritable 
network of lymphatics drain the liver and 
biliary ducts, and to a lesser extent the gall- 
bladder. Therefore, it is quite evident that 
the absorption of toxins in this region is much 
greater and more rapid than the lower abdo- 
men. 

Considered again from the anatomical as- 
pect, the viscera of the right hypochondriac 
and epigastric regions are richly supplied with 
sympathetic nerves from the great solar plexus 
and surgical shock is very pronounced from 
operations in this region, and particularly is 
this true of biliary tract operations in which 
we have what is known as “liver shock.” The 
proximity of these organs to the vital organs, 
such as the heart and lungs, and the reception 
by them of nerve filaments from the pneumo- 
gastric and phrenic nerves only serves to in- 
crease the danger from shock. 

Mention should also be made of the inaccessi- 
bility of the gall-bladder and ducts for surgi- 
cal approach, This is borne out by the fact 
that so many different incisions have been sug- 
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gested for operations in this region. And, even 
at best, the compact anatomical re!ations of 
the gall-bladder, biliary ducts and large blood 
vessels make surgery in this region difficult. 

The writer has taken, in this paper, as a 
basis for «liscussion of the complications of 
biliary tract surgery, the statistical report of 
the Mayo Clinic for 1922; a report of 888 cases 
of biliary tract disease as published in the 
Johns Hopkins Hospital Medical Bulletin, and 
a report of 1,000 biliary tract operations by 
Dr, Stuart McGuire. A. careful analysis of 
these reports has been made and we find the 
following conditions listed, in order of their 
importance, as being the factors to be seriously 
considered in attempting to lower the mortal- 
ity rate in biliary tract surgery: 

First, the stage of the disease; second, the 
presence of stones in the common duct; third, 
hemorrhage and shock; fourth, associated dis- 
eases in other organs; fifth, surgical technique. 

The Stage of the Disease —It probably does 
not come within the province of this discus- 
sion to mention the prevention of biliary tract 
(lisease, but certainly the greatest factor in re- 
ducing mortality of bitiary tract operations is 
the prevention of the development of such les- 
ions that make these operations necessary, I 
am a firm believer in the theory that biliary 
duct and gall-bladder infection is frequently 
secondary to lesions occurring in the area 
drained by the portal vein, namely, chronic ap- 
pendicitis and infected or ulcerating hemor- 
rhoids. Therefore, I feel that we all should 
urge the removal of these defects as soon as 
diagnosed as a prevention of secondary infec- 
tions in the upper abdomen. Oby iously, the 
most important thing that could be said about 
the stage of biliary tract disease is that the 
earlier the operation, the less the mortality. 
An uncomplicated infected gall-bladder with 
or without stones presents a fairly easy case 
for surgical relief, but if the disease has gone 
on to the stage of obstructive jaundice or sec- 
ondary pancreatitis, it is a very different situa- 
tion and the mortality rate is much higher. 

Stones in the Common Duct.—The highest 
mortality in all biliary tract surgery occurs in 
those cases of stone in the common duct. The 
Johns Hopkins report gives a mortality of 24 
per cent in these cases and Dr. McGuire reports 
a mortality of 10 per cent, while the Mayo 
Clinic’s results seemed to have been much bet- 


ter, with a death rate of only 4 cases in 150 
operations, 


The Johns Hopkins Hospital re- 
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port gives a concise tabulation of the causes of 
the deaths in 33 of these types of cases and 
appears to be a fair index of what is to be 
expected in these cases. The causes of death 
were (1) peritonitis, 25 per cent; (2) hemor- 
rhage, 20 per cent; (3) pneumonia 12 per cent: 
and the others died of various causes, such as 
pulmonary embolism, nephritis, intestinal ob- 
struction, ete. A glance at these figures and 
the causes of death immediately shows one that 
the patients treated were very ill at the time 
of operation; that is, they were suffering from 
jaundice, cirrhosis of the liver, debility or 
pancreatitis, It is doubtful whether or not 
very much improvement in the mortality from 
this serious situation can be accomplished, but 
as the Mayo report says in reference to all gall- 
tract surgery, their improvement could be at- 
tributed to (1) the efficacy of the preparation 
of many of these patients before operation: 
(2) more accurate observation of the patient 
immediately after the operation, and anticipat- 
ing some of the serious complications; (3) ex- 
perience and better judgment. 

From the point of view of the average sur- 
geon, I think it is very important to mention 
the fact that it is frequently very easy to over- 
look a stone in the common duct, and that re- 
ducing our mortality is just about as liable to 
be interfered with by this mistake as it is by 
not empioying the proper treatment, when the 
presence of stone is determined. 

Hemorrhage and Shockh—As we all are 
familiar either from bitter experience or hear- 
say, there are two types of hemorrhage which 
occur more or less frequently in biliary tract 
surgery, and they are complications which 
had better be anticipated before operation 
rather than regretted afterwards, These are 
(1) hemorrhage from lowered coagulability of 
the blood in the obstructive jaundice cases, and 
(2) hemorrhage from ligature slipping off the 
cystic artery or injury to the portal vein. 

The first type will be considered from the 
point of view of its prevention and the second 
will be later discussed under surgical techni- 
que. The Mayo Clinic statistical report for 
1922 attributes their low mortality in obstruc- 
tive jaundice cases to the careful preparation 
of these patients before operation and they 
have adopted a method as outlined by Walters, 
to increase the coagulability of the blood and 
prevent this type of bleeding. This methoc 
consists of the intravenous injection of a 10 
per cent aqueous solution of calcium chloride 
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daily for three successive days, previous to 
operation, at the rate of 5 c.c. for each 60 kilo- 
grams of body-weight. The report shows that 
each of the 150 cases of obstructive jaundice re- 
ceived this treatment and not a single one of 
these suffered from hemorrhage, The results 
certainly seem to justify their conclusions that 
this pre-operative preparation was a great fac- 
tor in reducing their mortality. 

In reference to post-operative shock from 
biliary tract operations, we should bear in 
mind that the splanchnic nerves are very sensi- 
tive to traumatic influences, and the surgeon 
who handles the peritoneum and organs of the 
upper right quadrant gently and with the 
least trauma possible is the surgeon who sends 
his patient back to his or her room with the 
least shock. 

Associated Diseases in Other Organs.—Much 
could be written concerning this phase of pos- 
sible complications, but suffice it to say that 
biliary tract infections usually occur in people 
past 40 vears of age, and it is at this age that 
hypertension, chronic myocarditis and nephri- 
tis are most often present, Painstaking study 
and proper pre-operative treatment is essen- 
tial for good results. 

Surgical Technique —Considered in the light 
of the actual technical work, there is no field 
of surgery that can offer any greater variety 
of difficulties than there is found at times in 
the biliary tract, These difficulties are fre- 
quently congenital anomalies or pathological 
freaks, but it is my intention to devote this dis- 
cussion to the broader view and deal with those 
factors in our surgical technique which might 
prevent the principal complications of biliary 
tract surgery, that is pneumonia, peritonitis, 
hemorrhage and shock. 

In reference to pneumonia, I think it is prob- 
ably the consensus of opinion that this com- 
plication occurs much less frequently when gas 
oxygen anaesthesia is employed. This is true 
because the patient is not chilled as with a 
prolonged ether anaesthesia. A very popular 
method of anaesthesia in these cases is nitrous 
oxide as a general anaesthetic and the employ- 
ment of novocain locally to secure musculaar 
relaxation and prevent shock, as suggeseted by 
Dr. Crile in his Anoci Association Technique. 

Peritonitis, hemorrhage and shock, when due 
to faulty technique, arise as a rule from the 
same cause. There are those cases, however, of 
extremely ill acute cholecystitis cases in which 
peritonitis has become so far advanced, and 


toxemia so pronounced that drainage is of 
no avail. But peritonitis in those cases where 
cholecystectomy or choledochotomy has been 
done is usually due to failure to drain at the 
time of operation, when it should have been 
done, or some condition arising, such as liga- 
ture on stump of the cystic duct giving away 
after operation. Serious hemorrhage occa- 
sionally arises from the same cause, Both of 
these complications should be guarded against 
hy careful tving of the cystic duct and artery 
with two ligatures of chromic catgut or silk. 
Not infrequently a cystic duct will open up and 
drain bile several days after operation due to 
absorption of the ligature, and especially is 
this true in cases where there exists any obstruc- 
tion to the common duct. A further precaution, 
then, should be painstaking care in assuring 
one’s self of the patency of the common duct. 
Accidental injury of the portal vein or com- 
mon duct should be mentioned as a_ possible 
complication of operations in this region. Ade- 
quate exposure, a dry field and careful clissec- 
tion of the cystic duct are factors to be borne 
in mind to prevent this unhappy situation. 

Professional Building. 


THROMBOSIS OF THE LATERAL AND 
CAVERNOUS SINUSES COMPLICATING 
ACUTE MASTOIDITIS — REPORT OF 
TWO CASES, ONE INVOLVING THE 
CAVERNOUS SINUS AS WELL AS THE 
LATERAL SINUS.* 

By E. G. GILL, M. D., F. A. C. S., Roanoke, Va. 
The achievements recorded in aural surgery 
during the past fifty years have kept pace it 
not surpassed those of other surgical fields. 

While we are truly mindful and appreciative 

of these accomplishments, the fact remains that 

thrombosis of the lateral sinus following sup- 
puration of the middle ear, either acute or 
chronic, constitutes a problem which at times 
taxes the skill and ingenuity of the most com- 
petent and experienced surgeon, During the 
past twenty-five vears clinical data and mono- 
graphs covering all phases of the subject have 
been written. These references are available 
to any one; consequently, a detailed study of 
the anatomy, pathology and symptomatology 
will not be given. 


SyMproms 

Emphasis should be given to the observa- 
tions of many of the most experienced otologists 
*Read before ‘the Triological Society, Py Montreal, 
Canada, May 31, June 1-2, 1926, 
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in that there are no so-called typical symp- 
toms. Each case is a law unto itself. Eves 
mentions the early appearance of the patient 
as being very deceptive. He looks well and 
feels well; later, he will invariably show the 
anxiety and depression accompanying septic 
infection. 

Kdema over the posterior portions of the 
mastoid, drained by the emissary vein, is seen 
as an early symptom in many cases, It is 
described by Tobey as the most constant and 
reliable symptom. 

Temperature —Elevation of temperature is 
one of the most common symptoms. Atkins 
reports elevation of temperature in eighty-seven 
and one-half per cent (87.547) of a series of 
forty cases, 

Pulse —The pulse rate generally corresponds 
to the temperature curve. 

Chills.—True chills are present in less than 
fifty per cent (507) of all cases. 

Blood Count —Leucocytosis, a most com- 
mon svmptom, is present to some extent in 
most cases, an average being from 14,000 to 
20000. 

Bacteriology.—The streptococcus occurs in 
the majority of cases, the streptococcus hemo- 
lyticus predominating in Eves’ series of thirty- 
eight cases and Atkins’ series of forty cases. 
Positive blood cultures are demonstrable in 
about fifty per cent (507) of all cases. 


DiacNosts 

A diagnosis of sinus thrombosis having been 
detinitely established, the internal jugular vein 
should be either ligated or resected before open- 
ing the sinus. Rott, in 1920, gave a very illumi. 
nating discussion concerning indications and 
contra-indications of jugular ligations in sinus 
thrombosis, With this brief mention of some 
of the important symptoms and signs of sinus 
thrombosis, the writer wishes to report two 
case histories which present some very inter- 
eseting features, particularly Case 2. 

Case 1—M. P., male, child, age nine years, 
was referred May 16, 1920, Gave a history of 
having had a right simple mastoid operation 
performed in 1917. Has had an occasional cis- 
charge from his ear since the operation, Pres- 
ent illness began May 13, 1920, with severe pain 
in his ear, which was followed by a profuse 
discharge. Examination of right ear showed 
the canal was filled with thick foul-smelling 
pus and the posterior canal wall was sagging. 
Temperature was one hundred and four 


(104°), pulse ninety (90), and respiration 
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twenty-five (25). A thorough, simple secon- 
dary mastoidectomy was performed May 17, 
1920; a small area of the lateral sinus was ex- 
posed at the time of operation, The tempera- 
ture, which previous to the operation was high 
and remittent, was not influenced by the opera- 
tion. Culture from middle ear and mastoi<| 
showed pneumococcus type II. Blood count 
on admission, May 15, 1920, was—W. B. C. 
eleven thousand (11,000) ; polynuclears eighty 
per cent (80%). 

On May 19, 1920, a diagnosis of sinus throm. 
bosis was made and operation was advised. 
Internal jugular vein was ligated. The lateral 
sinus was exposed throughout the entire mas- 
toid process, On opening it, a large clot was 
found and removed, Bleeding was obtained 
from each end of the sinus, Marked improve- 
ment followed the second operation until the 
seventh day, when severe pain began in the 
right hip, soon followed by pain in left hip. 
This became a most distressing symptom and 
resulted in the diagnosis of bilateral tubercu- 
losis of the hip. The mastoid wound healed 
promptly and has remained so after a period 
of six years. 

Case 2.—Child,’age eleven years, referred 
by family physician October 6. 1925. Five 
days prior to admission right ear began to dis- 
charge thick pus. The discharge increased 
each day. There was pain in and behind ear 
and had been severe for five days. Past his- 
tory was negative except that patient came 
from a neighborhood where there was an epi- 
demic of typhoid fever, A relative in im- 
mediate vicinity recently died as a result of 
typhoid fever. On admission, temperature was 
one hundred and three (103°), pulse ninety- 
two (92), respiration twenty (20). General 
examination negative, except septic appear- 
ance. Examination of right ear showed a thick 
purulent discharge, marked sagging of canal, 
and entire mastoid tender, Smear of pus from 
right ear showed pneumococcus infection, Left 
ear was normal. Functional examination of 
right ear showed middle ear deafness, whisper 
two feet, and labyrinth normal. Left ear was 
normal, Blood count—W. B. C. was seventeen 
thousand (17,000), and polynuclears eighty- 
five per cent (85%). 

Operation was advised, and a right simple 
mastoidectomy was performed. The bone was 
sclerosed. Pus was found in the mastoid tip 
and behind the knee of the sinus. Culture 
from middle ear and mastoid discharge was 
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sterile, probably due to faulty technique. 
Temperature was not influenced by operation. 
On the evening of the second day after the 
operation, patient complained of being chilly. 
This condition was followed by a rise in tem- 
perature and pulse rate, Internists examined 
patient and reported that clinical symptoms 
were suggestive of typhoid. Widal was made 
and report was para-typhoid. Blood was nega- 
tive for malaria. Blood culture was negative. 
Blood count, October 8, 1926—W. B. C. was 
seventeen thousand seven hundred (17,700) 
and polynuclears eighty-seven per cent (87%). 
Condition was unchanged until the morning 
of the fourth day when patient complained of 
a chilly sensation accompanied by a rise in 
temperature and pulse rate. Blood count— 
W. B. C. was eleven thousand seven hundred 
(11,700) and polynuclear eighty-nine per cent 
(89°). In the presence of a positive Widal 
and clinical symptoms of typhoid (abdominal 
distention, bloody stools), a definite diagnosis 
of sinus thrombosis was made. The internal 
jugular and facial veins were ligated, Bone 
covering the sinus was very dense. After re- 
moving sinus plate from knee to bulb, there 
was no evidence of the sinus wall, only a tract 
fillled with pus of a most offensive odor, Cul- 
ture was made and showed streptococcus mu- 
cosus capsulatus infection. Bleeding was not 
obtained from either end of sinus, A small 
metal catheter, shaped to conform to the tor- 
cular end of lateral sinus was introduced and 
suction applied; pus and particles of clot were 
evacuated. The same procedure was applied 
to the bulbar end, with like results. Bleed- 
ing was not obtained from either end, Tem- 
perature ranged for the four days between the 
first and second operation from ninety-nine and 
eight-tenths (99.8) to one hundred four and 
two-tenths (104.2). It was not influenced by 
the jugular ligation.  Patient’s condition 
progressed unfavorably to a fatal termination 
on October 16, 1925. Two days before death 
occurred exophthalmos of right eve was noted, 
This condition progressed rapidly, producing 
edema of lids, face and root of nose, conjunc- 
tival chemosis, dilatation of pupil and fixation 
of the eyeball. The fundus was examined, 
but no changes were observed, Autopsy was 
not permitted. 

The post-operative medical treatment in this 
case was directed by an internist. It consisted 
chiefly of intravenous administration of nor- 
mal saline and glucose solution and the usual 
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treatment for typhoid fever. Mercurochrome 


was used twice. 


CoMMENT 

Both cases are illustrations of depleted phy- 
sical conditions, which are predisposing factors 
in sinus thrombosis following middle ear sup- 
puration, Case 1 being a tuberculous patient 
and Case 2 a typhoid patient. The exophthal- 
mos of the right eve in Case 2 was unques- 
tionably due to a thrombosis of the cavernous 
sinus. Time is not given for a complete dif- 
ferential diagnosis of septie cavernous sinus 
thrombosis, such as from injuries, neoplastic 
growths, orbital cellulitis, tenonitis, periostitis, 
panophthalmitis, nasal accessory sinus infec- 
tion, exophthalmie goiter and tumors of the 
orbit, optic nerve and of the lachrymal gland. 
Each of these conditions was carefully con- 
sidered. The student who wishes further 
information of the differential diagnosis as 
well as the surgical anatomy, etiology, symp- 
toms, diagnosis, prognosis, treatment and 
autopsy findings, will find these phases thor- 
oughly discussed in theses by Dorland Smith, 
G. FE. de Schweinitz, Warren S. Reese, H. G. 
Langworthy, J. Julian Chisolm, Shelton Wat- 
kins and others, Cavernous sinus thrombosis 
is a comparatively rare condition, Dorland 
Smith, in 1918, prepared a thesis on this sub- 
ject. reporting five cases, and estimated that 
approximately three hundred cases are on 
record, From 50,000 surgical records of Johns 
Hopkins Hospital, from 1889 to 1919, only 
eight cases were found. 


CONCLUSIONS 

1. Whenever lateral sinus infection is sus- 
pected, complete blood examinations should be 
made daily. A sudden drop in the W. B. C. 
count with a rise of the polynuclears is sig- 
nificant. This was noted in Case 2. 
2. Careful bacteriological studies should be 
made in every mastoid infection. A diagnosis 
of sinus infection, as in Case 2, would probably 
have been made sooner had the character of 
the infection been determined immediately fol- 
lowing the mastoid operation. 
3. Sinus thrombosis occurs as a complication 
of both acute and chronic middle ear suppura- 
tion. 
4. Early symptoms are elevation of tempera- 
ture, with or without chills, headaches over side 
affected, and edema and tenderness over area 
drained by mastoid emissary. 
5. In suspected cases, when the laboratory 
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and clinical symptoms are not conclusive, the 
sinus in the entire mastoid process should be 
uncovered and carefully examined. 

6. When any case of lateral sinus thrombosis 
develops orbital symptoms, such as exophtha:- 
mos, edeme of lids, face and root of nose, and 
conjunctival chemosis on the same side, septic 
thrombosis of the cavernous sinus should be 
suspected, 
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LOBAR PNEUMONIA IN INFANTS AND 
CHILDREN—A STATISTICAL STUDY 
OF 137 CASES TREATED IN HOS- 
PITAL WARDS.* 


By JAMES B. STONE, M. D., Richmond, Va. 
Former Resident Physician on the Children’s Medical Division. 
Bellevue Hospital, New York City. 


This discussion is based on the study of 137 
‘ases of lobar pneumonia treated in the ward~ 
of The Children’s Medical Division of Bellevue 
Hospital, New York City. The series includes 
all the cases of lobar pneumonia admitted to 
this service during the year of 1922. This di- 
vision of Bellevue Hospital cares for medical 
cases up to the age of 12 years, The patients 
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are from poorer classes and the parents of a 
large number of them are foreigners who in 
many cases do not understand the English 
language sufficiently to give the most satisfac- 
tory histories. Four cases of empyema, who 
were admitted to the medical ward but were 
almost immediately transferred to the surgi- 
cal service, are not included in the series. 

In this study the detailed laboratory find- 
ings are not taken up, but instead an attempt 
is made to analyze the various physical find- 
ings and clinical aspects of the development. 
course and outcome of these 137 cases of lobar 
pneumonia. 

In the early stages the diagnosis of lobar 
pneumonia in infants and children is not al- 
ways easy to make, since the physical signs are 
often late in appearing. 

The classical signs of consolidation with 
dullness and bronchial breathing were present 
in many of these cases, while in some they were 
not. and yet the character of the onset, the 
child’s general appearance, the course of the 
temperature, the blood picture and X-ray find- 
ings were sufficient to determine the diagnosis. 
Tsually at some time during the course of the 
illness local physical signs, varying from dull- 
ness with bronchial breathing to circumscribed 
areas of fine crepitant rales, made their appear- 
ance, though this at times was not until the 
temperature had fallen and resolution had be- 
gun. 

The cases studied were in nearly every in- 
stance seen by two or more physicians who 
concurred in the diagnosis of lobar pneumonia. 
In some cases the diagnosis could not he made 
until after the lapse of several days, but when 
there was cough, sustained elevation of tem- 
perature (frequentty followed by crisis). high 
blood count, and usually some chest signs 
which may have been only localized fine rales, 
the X-ray pictures when taken. or the subse- 
auent course, corroborated the diagnosis of lo- 
bar pneumonia. 


The ages of the cases in this group ranged 
from two weeks to eleven years. We have di- 
vided them arbitrarily into two groups, those 
under two years and those over two years. 
There were sixty-six cases under two years and 
seventy-one over two years. 

It is interesting to note the seasonal inci- 
dence. By far the greater number in both age 
groups occurred during the spring months, and 
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throughout the year the number of cases from 
the two groups corresponded fairly closely. 

The distribution by months for the two 
groups combined was: 


ki .......... 11 
38 Noevember ........... 10 
a2. December ....<...... 5 


In regard to the character of the onset, in 
the group under two years the most frequent 
complaints were cough and fever. Next in or- 
der of frequency were vomiting (10 cases), 
diarrhoea (7 cases), “head-cold” (5 cases). 
Convuisions occurred in two instances. 

In the group over two years, cough and fever 
were again the most frequent complaints. In 
order of frequency, the onset in this group was 
otherwise characterized by vomiting in 24 
cases, pains in the chest in 17 cases, chill in 
10 cases. loss of appetite in 8 cases, “head-cold” 
in 8 cases, delirium in 4 cases, convulsions in 
3 cases, abdominal pain in 3 cases, diarrhoea 
in 1 case. 

Other complaints were head-ache, rapid 
breathing. lethargy, sore throat, restlessness, 
insomnia. constipation, ear-ache, conjunctivitis. 
malaise. foul expectoration, joint-pains and 
nose-|leed. 

Seven cases had developed within a period 
of two months after measles. One followed 
diphtheria. and one developed in a few days 
after operation for tonsils and adenoids. 

In seven cases considered to be lobar pnen- 
monia the lesion was never definitely localize. 

Of the cases with involvement limited to one 
lobe, the order of frequency was left lower lobe 
(37). right upper lobe (30), right lower lobe 
(17). left upper lobe (11). There were no 
eases in which the right middle lobe was in- 
volved alone, but along with lesions elsewhere 
it was affected in 6 cases. 

Where two lobes were affected the most fre- 
quent combination was right upper and right 
lower. 7 cases: next in order were right upper 
and left lower. 6 cases: and left lower with 
right lower. 5 cases, Other groupings occurred 
less frequently. There were 5 cases with three 
lobes involved. 

Counting the cases with multiple lesions 
the order of freanency of involvement of dif- 
ferent lobes was the same as in cases with onlv 
one lobe affected. 

There was delay in appearance of local phv- 
sical signs of pneumonia more frequently in 
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the younger cases. Twelve of these were un- 
der two years, while among those over two 
years there were only six. 

Of those developing new lesions subsequent 
to the initial ones, ten were under two years, 
and of these ten cases six died, Nine of those 
over two years developed additional lesions 
and none of these cases died in hospital, though 
two were taken home against advice of physi- 
cians in charge, before recovery, and the out- 
come of these is not known. 

The highest temperature in the surviving 
pases was 106.2, and in those that died 106.5. 

Of the cases under two years who remained 
in hospital throughout the febrile period the 
temperature came to normal by lysis in more 
than twice as many cases (24) as it did by 
crisis (11). On the other hand, among those 
over two years crisis was more frequent (29 
cases) than lysis (25 cases). However, the 
lysis in many of these cases may have been due 
to complications which would have obscured a 
real pneumonia crisis as far as temperature 
was concerned. In the younger group whose 
temperature came down by lysis, there were 
13 cases of acute ear infections, while in the 
corresponding older group there were 16 cases 
of ear infection, 1 acute mastoiditis, 1 pleurisy 
with effusion, 1 pyelitis, 1 acute tonsillitis, So. 
taking these complications into consideration. 
crisis probably occurred in both age groups 
more frequently than the above figures might 
indicate. 


An attempt was made to have X-ray pictures 
made of all suspected pneumonias, but it some- 
times happened that unavoidable circumstances 
prevented this being done, Pictures were made 
of 85 cases. Of these, the clinical diagnosis 
was corroborated in 33 cases under two years 
and in 46 cases over two years. 


In three cases falling in each group and 
clinically diagnosed as pneumonia, X-ray faile: 
to confirm the diagnosis. One of these was re- 
ported as “thickened pleura” and two as 
“broncho-pneumonia.” However, from the 
clinical course in these cases the original diag- 
nosis of lobar pneumonia was still held tenabte. 

Of the 137 cases studied. 61 were discharged 
as cured, 40 as improved, 13 unimproved. 
There were 23 deaths. 

The unimproved group comprised those 
cases taken home against medical advice and 
those transferred to Willard Parker Hospital 
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because of the development of some contagious 
complication. 

Further analysis of the mortalities shows 
only three of these cases to have been over two 
years old. One of them had developed an 
acute bilateral otitis media, and another had an 
acute nephritis. 

Complications occurring in the fatal cases 
under two years of age were acute ear infec- 
tion 13, septic meningitis 2, abscess of sacral 
region 1, impetigo 1, hordeleum 1. 

Two of the infants died within 24 hours 
after admission to the hospital. 

The greater number of the deaths occurred 
in April, May, September and October, corre- 
sponding to the greater number of cases in 
those months. There were no deaths in Janu- 
ary, February, July or August. In none of 
the three older children that died was there 
involvement of more than one lobe. On the 
other hand, in the group under two years with 
fatal ending, two or more lobes were affected 
in 12 out of the 20 cases, Three of the five 
cases with involvement in three lobes died. 

The highest temperature in the fatal cases 
was only a small fraction above the highest 
temperature in the cases that recovered. 

A study of the character of the onset of the 

illness in the fatal cases shows that 6 of the 
7 infants whose illness began with diarrhoea 
died. 5 of the 10 whose onset was with vomit- 
ing died, and the 2 cases that had convulsions 
at the onset both died. 
- Complications oceurring in the cases not 
having a fatal outcome were, in order of fre- 
quency, in the infant group: acute ear infec- 
tion 25. diphtheria 2. diphtheria carriers 4, 
furunculosis 1, impetigo 1, chalozion 1. In 
the older group, acute ear infection again heads 
the list with 21 cases, pleurisy with effusion 
occurred in 5, mastoiditis in 2, pyelitis in 1. 
acute cervical adenitis in 1, and measles in 1 
case. Two cases in this group also were diph- 
theria.carriers. Some of these children were 
transferred to another hospital while still ill. 
so that the ultimate outcome is not known. 


TREATMENT 

Most of these cases were treated either in a 
ward with windows open or out on a partially 
closed-in baleony. In cold weather these open 
air patients were clothed in special sleeping 
garments and heads protected with woolen 
hoods or caps. No hard and fast rule was ap- 
plied in regard to keeping them in the open 
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air, but rather the comfort of the child was 
taken as a guide. Some cases did not react 
well in the cold air, and when this happened 
they were brought into warmer surroundings. 
However, for the most part the cough and 
toxic symptoms were found to be less severe 
in the open air. 

Very little internal medication was given. 
Tincture of digitalis was occasionally given in 
extremely ill cases with signs of failing cir- 
culation. 

Simple cough mixtures were sometimes used 
if needed to secure rest. 

Mustard plasters were used frequently on 
the chest and appeared to be very beneficial in 
relieving the cough and making the child 
more comfortable. 

Special attention was given to the care of 
nose and throat, and nasal instillation of 
mentholated albolene or argyrol made in an ef- 
fort to prevent ear infections. 

Very ill cases were given daily enemata to 
prevent gaseous distention. 

To reduce high temperature, reliance was 
put chiefly on forcing large quantities of fluids 
and the giving of frequent sponges with warm 
or tepid water, or alcohol, according to the 
age and vigor of the child. 

During the early febrile period, the older 
eases were given liquid diet of half strength 
milk or orange albumin, and as soon as the 
toxic svmptoms began to subside soft articles 
were added. In case of the infants also, the 
formulas were diluted according to the tem- 
perature, toxicity and state of the individual's 
digestive capacity. 


Summary ANd ComMENT 

1. To summarize briefly, a study has been 
made of 137 cases of lobar pneumonia admitted 
to hospital wards in a single year. These 
cases fell into two nearly equal groups on the 
basis of age—those under two years and those 
over two years. 

2. The greatest seasonal incidence for the 
two groups was found to be in the Spring 
months. 

3. Next to cough and fever, the most fre- 
quent complaint for which the cases were 
brought to hospital was vomiting in both age 
groups. Next to this, diarrhoea was most fre- 
quent in the infants. and pain in chest and 
chills in the older children. 

4. The incidence of involvement of the dif- 
ferent lobes in order of frequency was left 


lower, right upper, right lower, left upper, 
right middle. There were no cases with middle 
lobe alone affected. 

5, Delay in appearance of local physical 
signs of pneumonia was more frequent in the 
younger group. 

6. Additional lesions developed subsequent 


to the initial ones more frequently in the 
younger group and the mortality was highest 


in these cases. 

7. The maximum temperature of the fatal 
cases was only slightly higher than in those 
that recovered. 

8. Temperature subsided more often by 
lysis in the infant group and by crisis in the 
group. 

. X-ray confirmation of the diagnosis was 
deeniaant in 79 out of the 85 cases of whom 
X-ray pictures were taken. 

10. The mortality among the infants was 
30.8 per cent; among the older children 4.2 per 
cent: for the entire group 16.8 per cent. 

The most frequent complication in each 
group was acute otitis media, The incidence 
was the greatest in the infant group and es- 
pecially high in the fatal cases. 

12. A comparison of the outcome with the 
character of the onset shows death to have oc- 
curred in 85 per cent of the infants whose ill- 
ness began with diarrhoea, and in 50 per cent 
of those cases that began with vomiting. In 
the older group there was nothing striking 
about the onset in the fatal cases. None of 
those that were delirious at the onset died. 

13. In the case of a large number of sick 
infants in a hospital ward the handicap of an 
insufficient number of nurses is nearly always 
a significant factor. This shortage makes it 
practically impossible for each child to be 
given the undivided attention that it should 
have in order for the best results to be ob- 
tained. The actual feeding and giving of wa- 
ter, from the mechanical standpoint, and other 
simple procedures calculated to make the child 
more comfortable, such as changing his posi- 
tion, seeing that he is kept dry, and in other 
ways relieving him of any mechanical source 
of discomfort, we consider to be of the utmost 
importance. The lack of facilities for this in- 
dividual care must certainly have been one of 
the factors in the high mortality among the 
infants in this series, This is no indictment 
of those caring for these ill babies, but is an 
evil inherent with the institutional care of sick 
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infants. However, after all, the advantages 
of hospital care for this class of patients must, 
no doubt, have far out-weighed the disadvan- 
tages when we compare the care that they re- 
ceived with what they would have received in 
their own homes. 
CONCLUSIONS 
1. Lobar pneumonia is of more frequent oc- 
currence in infants than is ordinarily stated, 
as shown in this series, in which the clinical 
diagnosis was corroborated by X-ray findings. 
The seasonal incidence and frequency of 
involvement of the various lobes in this series 
correspond to that usually stated in the text- 
books. 
3. High temperature is not an accurate in- 
dex as to outcome to be expected. 
4. Crisis is much more frequent in older chil- 
dren than in infants, though it also occurs 
with considerable frequency in the latter. 
5. The mortality in infants with lobar pneu- 
monia under two years of age is high, render- 
ing the prognosis in these cases very grave. 
On the other hand, the low mortality among 
those over two years justifies a very favorable 
prognosis. 
6. Gastro-intestinal disturbances at the on- 
set in the infant group give a very serious as- 
pect to these cases. 
7. Ear infections are a frequent complication 
in both age groups, but of more significance in 
the infants. Though secondary to the respira- 
tory condition, these focal infections probably 
in turn play a part in further lowering the 
resistance to the original infection. 
8. In institutional treatment, among the fac- 
tors contributing to the high mortality in the 
infant group, the lack of individual care prob- 
ably plays an important part. 
I am indebted to Dr. Herbert B. Wilcox, 
Director of the Children’s Medical Division 
of Bellevue Hospital. of New York City. 
for permission to use the material on which 
this study was made. 
2042 Park Avenue. 


A PLEA FOR A CLOSER RELATIONSHIP 

BETWEEN PHYSICIAN AND 
PATIENT.* 

By J. M. MILLER, M. D., Wytheville, Va. 

T wish again to thank the Southwestern Vir- 

ginia Medical Society for the great honor con- 

ferred upon me a year ago at ‘Mountain Lake. 


©P resident’ Ss Address before the Southwestern Virsinia ‘Medical 
Society, at Blacksburg, September 9 and 10, 1926 
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when this body elected me its President, I 
did not know then, nor do I now, why you did 
it. but I assure you that I appreciate the honor 
none the less because of this. 

In casting about for a subject suitable for 
the paper expected of me tonight, I found that 
this honor was not without obligation, I en- 
deavored to find a subject that might, perhaps. 
prove of some interest to the pub.ic as well as 
to the profession, but whether or not I suc- 
ceeded, you will have to be the judges after 
hearing this rather rambling and somewhat dis- 
connected paper. 

The title, as vou have already heard is, “A 
Plea for a Closer Relationship between Phy- 
sician and Patient.” That physician and pa- 
tient do not bear as close a relationship to 
each other today as they did a few years ago, 
is I think, readily apparent to all of us. As 
to why this change has come about, and who 
is to blame, we may differ. We physicians are 
probably more at fault in this matter than we 
realize. In fact. I fear we are the chief sin- 
ners, Suppose we consider some of the ways 
in which we differ from our predecessors, that 
would affect our relationship with our patients. 
This is an age of commercialism, and our pro- 
fession has not altogether escaped its deterior- 
ating touch, while appropriating some of its 
benefits. While a certain degree of commer- 
cialism is, of course, necessarry in the practice 
of medicine, as we. like other people, must have 
food and_ raiment. still. I believe there are 
some vocations of too high an order to be 
gauged chiefly by the dollar mark. The true 
conscientious teacher, the true consecrated 
preacher, and the true man-kind-loving phy- 
sician belong to this class, and the further we 
advance into certain kinds of group, contract 
and other forms of commercialized or semi- 
commercialized practice. the further we depart 
from the high ideals of our predecessors, anc 
the nearer we approach to state medicine with 
all of its attendant evils, If we continue the 
present trend, at the present rate, I fear it will 
not be many years until the physician will have 
become but a mere puppet in the hands of an 
autocratic state or federal bureau, a mere col- 
lector of cases for the state, instead of a prac- 
titioner. 

Again, there has probably never been an- 
other period in the world’s history, when the 
call for service to our fellow men has been so 
loud and insistent as it is today. The Rotary. 
Kiwanis and other civic organizations bear 
witness to this fact. Are we physicians, in the 
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matter of service, emulating the example of 
the Great Physicians# Do a majority of our 
members respond cheerfully and ungrudgingly 
when called to the deserving poor? I am not 
now speaking of the “dead beat,” nor of those 
who would not pay for services rendered if they 
could, but of those who would like to pay but 
cannot. For the habitual, chronic “dead beat,” 
I have no sympathy at all—nothing but con- 
tempt. He is not worthy of the least con- 
sideration per se, but, unfortunately, he is often 
the nominal, supposed supporter of a helples~ 
wife and children, to whose call for aid in 
time of sickness and distress we cannot turn 
a deaf ear, and be true to the traditions and 
ideals of our profession. 

Again. we have lost favor with our patients 
by considering them more as cases than as in- 
dividuals, by devoting all of our attention to 
the ciseased condition, and none to the pa- 
tient himself. A patient prefers to be known 
as Mr. Smith, or Mr. Jones, rather than as 
typhoid case No, 1, or as pneumonia case No. 
2. and I do not think we can blame him. One 
of the best ways in the world to lose the hearty 
co-operation of a patient is to thoroughiy con- 
vince him that we are more interested in his 
diseased condition than we are in him. Most 
sick people are morbid and over sensitive any- 
way. and soon tire of playing second fiddle even 
to a disease of which they are sole owner anc 
proprietor, no matter how interesting it may 
be. Most patients flatter themselves into the 
belief. however much they may be mistaken, 
that they are worthy of much attention and 
consideration, aside from, and in addition to 
that received because of the disease to which 
they are host, and, unless we show them this 
consideration, they will lose interest and con- 
fidence in us, and we had better step down 
and out. The physician with much diplomacy 
and tact, other accomplishments being equal, 
will be far more successful than his fellow prac- 
titioner who is not equally endowed with these 
graces. Indeed, the man of mere mediocre 
ability, but possessing much tact, will usually 
far surpass the man of marked ability who is 
deficient in tact. 

Again, we are supposed to safeguard the 
health interests of the public to the greatest 
possible degree. Are we doing this? What 
are we doing to weed out the undesirables and 
charlatans within our ranks? Do not most of 
us move on compiacently “in the even tenor of 
our way,” and allow these undesirables to fat- 
ten and grow arrogant on the proceeds derived 
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from a trusting and unsuspecting publicé 4 
venture the assertion that there is not a single 
physician in this room tonight who does not 
know one or more within our ranks, who should 
not be. Some of these may be thoroughly 
‘capable so far as medical qualifications are con- 
cerned, but absolutely untit and undesirable 
because of moral or other delinquency. When 
these are finally exposed, perhaps by laymen 
whom they have victimized, does it not leave 
a bad taste in the mouth of the laity, so far as 
our whole profession is concerned? Would it 
not have been far better, both for us and the 
public, had we taken the initiative in their ex- 
posure‘ The same applies to the cults. If we 
do not in some way enlighten the public in 
regard to the erroneous, unwarranted and flam- 
bovant claims of these impostors, who will? 
Can we afford to treat these matters with in- 
difference and unconcern? Are we true to our 
clientele if we do this! Some may 
wither and die because of indifference towards 
them. while others will grow and prosper. All 
that these latter ask is to be let alone, not in- 
terfered with, and for the most part we are 
complying with their request. But, is it sate 
to continue this course? Can we afford to ac- 
cept too great a handicap, because of the 
righteousness of our cause ? 

P. T. Barnum has been dead many years, 
but his dictum, that “the public likes to be 
humbugged,” is still in force, and probably al- 
ways will be. Many people never learn to take 
care of themselves, and since we have been ac- 
cepted as the volunteer guardians of the nation 
in matters of health, shall we remain indiffer- 
ent and unconcerned, while the people are being 
humbugged, or shall we become aggressive? If 
it were a matter of mere dollars, if dollars 
were the only pawn at stake in this game, then 
we could afford to remain complacent, but, un- 
fortunately, health and even life itself are the 
pawns. 

So much for some of the blame attachable 
to us in the estrangement of physician and pa- 
tient; what of that traceable to the laity?) The 
real cause here is as old as the history of man- 
kind itself. It is that characteristic of the 
human race, which causes us to forsake the old 
and tried. for the new and untried. It is the 
same characteristic which caused the Israelites 
of old to forsake the true Jehovah, and make 
unto themselves graven images; the same trait 
that caused the Athenians to continually seek 
some new thing—dissatisfaction with, and 
discarding of the proved and valuable, for the 


classes 
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unproved and perhaps worthless. This spirit, 
I believe, is world wide, and to a certain ex- 
tent to be commended, as there can be no real 
advancement in a policy of complacency and 
satisfaction; but, like many other things po- 
tentially good, may be easily abused and car- 
ried too tar. St, Paul said, “Prove all things. 
and hold fast to that which is good.” This is 
all which we of the medical protession ask. 
The great majority of our members are broad- 
minded enough, and unselfish enough, to wash 
success and God-speed to any man, of any 
school, who is master of a better technique than 
we. But we, alone, know the awful cost of 
temporizing in certain conditions, of foo.ing 
away the precious days, oftentimes only hours, 
in incipient disease, when the manner in which 
these days or hours are utilized spells either 
life or death to the patient. 

So much for some of the causes that have 
brought about this changed relationship be- 
tween physician and patient. What can be 
done to better this condition? We, as well as 
the laity, must reform along certain lines. We 
must see that not the slightest taint of or- 
ganized commercialism sullies the unselfish 
soul of our profession, We can be, and ought 
to be, business men in a dignified sort of way, 
but the spirit of a Shylock must under no 
circumstances be allowed to enter. Again, we 
must be more considerate of our patients, We 
must convince by our manner that we are in- 
terested in them as well as in their diseased 
condition, I do not mean, of course, that we 
must pry into their private affairs, gossip with 
them, nor be “hail fellow, well met,” with every 
Tom, Dick or Harry, who happens to be un- 
der our professional care, but I do mean that 
we must show ready sympathy and considera- 
tion. 

Lastly, we must never compromise with 
quackery, no matter what form it may assume. 
It can subsist only on credulity and ignorance, 
and since others will not expose it, that duty 
falls on us. 

So far as reform within the ranks of tht 
laity is concerned, it is altogether a matter of 
education in regard to our profession, and 
since others are neither qualified nor willing 
to undertake it, this duty also devolves on us. 
We. of course, cannot change human nature, 
but we can sometimes change the viewpoint of 
an individual. People can be educated along 
a certain line; until a new perspective is estab- 
lished, whereby they will see things from a 
new angle, thus enabling them the better to 
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weigh and evaluate worth. In this way the 
public can be taught to intelligently compare, 
then choose between the true and the false. 
We have already too long been wrapped in a 
cloak of secrecy so far as our work and pro- 
fession are concerned, but I am glad to see that 
even such a conservative organization as the 
American Medical Association is beginning to 
see the light, as is evidenced by the vigorous 
and persistent manner in which it is endeavor- 
ing to materially increase the circulation of 
Hyce1a. In my humble opinion, this is the 
most worth while thing, the most forward step 
taken by this Association in a long time. It 
is only a step further to the publication of 
specially prepared articles pertaining to our 
profession in the leading magazines of the 
country. You were kind enough to listen to 
me when I advocated this at Mountain Lake. 
It will eventually come; why not now? 

The sooner the public knows us as we are, 
the sooner will the former cordial relationship 
that once existed between physician and pa- 
tient be restored. 


A STUDY OF THE CAUSES OF INDIGES- 
TION BASED ON AN ANALYSIS OF 
4,000 CONSECUTIVE CASES.* 


By T. DEWEY DAVIS, M. D. 
Associate in Medicine, Medical College of Va., 


and 
DOUGLAS VANDERHOOF, M. 
Pr of N Medical College a Va. 


Richmond, Va. 

The term indigestion is used by the laity to 
cover many complaints. One patient will 
characterize his indigestion by a coating on his 
tongue, another states that he is dizzy when in- 
quiry is made as to his specit¢ symptom, while 
still another states that diarrhea is his promi- 
nent ailment. Any one attempting to classify 
the causes of such an indefinite symptom must 
be permitted considerable latitude, and the re- 
sults obtained can only be considered as rela- 
tive. However, with a large series of cases 
from which conclusions may be drawn it would 
seem that the information obtained is of dis- 
tinct value. The four thousand consecutive 
cases forming the basis of this report appear 
adequate for this purpose. These include only 
those individuals whose chief complaint is in- 
digestion, or in whose histories any of the fol- 
lowing symptoms is a major complaint: ano- 
rexia, pyrosis, sour stomach, flatulence, nau- 
sea, vomiting and abdominal pain, the latter 


*Read before the Southside Virginia Medical Association, at 
Farmville, Va., June 8, 1926. 
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symptoms including only the mild grades, as 
acute pain would be considered “acute indiges- 
tion,” and would be outside the scope of this 
report. 

In health there are no sensations directing 
the attentions of an individual to his stomach 
or intestines. It has been repeatedly demon- 
strated during operations under local anes- 
thesia that these organs may be handled, cut 
or cauterized without the appreciation of pain. 
However. Carlson has shown that heat and 
cold may be distinguished by the stomach 
mucosa, but only to a minor degree, and it can 
also be demonstrated that traction on the mes- 
entery may so stretch its contained nerves that 
pain may arise, This may explain the drag- 
ging abdominal pains occasionally met with in 
the thin, visceroptotic type of individual. 

Under abnormal circumstances any hollow 
viscus May give rise to pain, probably as a re- 
sult of excessive muscular contraction, The 
agonies of the small boy who has eaten green 
apples, and the griping pain accompanying a 
severe diarrhea have this one common mechani- 
cal factor. To these may be added the pain 
occasionally associated with a spastic colon 
which is usually due to vagus hyperactivity, 
this in turn being due to reflex stimuli. The 
many other symptoms which make up the “in- 
digestion” are chiefly reflex in origin, and the 
stimuli producing these may arise from a num- 
ber of sources. 


Mackenzie and others have shown that in vis- 
ceral disease certain areas in the spinal cord 
become so irritable that stimuli arising from 
the periphery produce an exaggerated re- 
sponse, Thus the pain in acute appendicitis 
may invade the stomach area, giving rise to 
an exceedingly painful pylorospasm.  Like- 
wise, chronic disease of this organ as well as 
any other located within the abdominal cavity, 
and more rarely elsewhere in the body, may 
originate stimuli which invade the gastric 
area, producing the various symptoms so con- 
stantly referred to the stomach. 

In 1915, one of us (V.) tabulated the causes 
of chronic indigestion based on an analysis of 
1,000 cases. These cases and a second 1,000 
were included in another report made in 1919. 
To these 2,000 cases we have added another 
2,000, giving us the present series. Each pa- 
tient ‘has received thorough study and free use 
has been made of skillful X- -ray examinations. 
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In addition, many diagnoses have been con- 
firmed by operation, A complete classification 
of the diagnoses will be found in Table I. 


CAUSES OF “CHRONIC INDIGESTION” 
ANALYSIS OF Four THOUSAND CONSECUTIVE CASES. 
Cases Per Cent 


238 5.9 
Comeer of ttomach 70 4.7 
8. Peritoneal adhesions ............ 93 2:3 
10. Cancer of intestines ............ 29 0.7 
11. Chronic infectious diseases_----- 58 1.4 
Affections of 
12. Kidneys, heart and vessels_------ 313 7.8 
15. Female pelvic organs ------------ 64 1.6 
16. Mind@ocrine system ............... 75 1.9 
18. Central nervous system -_------- 31 0.8 
19.. Marta and labsgrinth......-....... 36 0.9 
30.. Nose, throat and teeth ........... 82 2.0 
23. Diagnosis not 83 2.1 


Summarizing these diagnoses, it will be 
noted that appendicitis and neurosis make up 
about 35 per cent of the cases, or, in other 
words, one out of every three patients com- 
plaining of indigestion will be found to have 
one or the other of these conditions in about 
equal proportion. Cholecystitis and peptic 
ulcer each make up nearly 10 per cent of the 
‘ases, Achylia gastrica is the cause of the 
symptoms in about 6 per cent, while viscerop- 
tosis, cancer of the stomach and intestines and 
peritoneal adhesions account for 8.5 per cent. 
A little less than 20 per cent include those cases 
in whom the indigestion is a reflex disturbance 
from the kidneys, heart and blood vessels, 
lungs, liver, female pelvic organs, central nerv- 
ous system, endocrine system, eyes, ears and 
labyrinth, and the nose, throat and teeth, It 
is interesting to note that diseases of the liver 
occurred as a cause of indigestion in only 0.7 
per cent of the patients, which is in marked 
contrast to public opinion, Again, in 0.5 per 
cent of the cases, the symptoms were due to 
nerve root irritation caused by an arthritis of 
the spine. For various reasons the diagnosis 
was not made in 2 per cent of the cases, and in 
the remaining 6 per cent are included such con- 
ditions as pellagra, amebic dysentery, intesti- 
nal parasites, diverticulitis, cancer of pancreas 
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and esophagus, retroperitoneal sarcoma, ete. 
Frequently in these patients more than one 
lesion might have been assigned as a cause, but 
in each case the most probable source of the 
patient’s symptoms, in the author’s discretion, 
is listed. 


COMPARISON OF First AND SECOND 2,000 CASES IN CON- 
DITIONS SHOWING A MARKED CHANGE IN THE 


FIGURES. 
1st 2,000 2nd 2,000 
(to April, 1917) (April, 1917-July, 1923) 
Appendicitis 436 80 
Cholecystitis 224 166 
Peptic Ulcer 206 175 
Achylia gastrica __ 81 157 
Cancer of stomach. 46 24 
Cancer of Intestines 21 8 


It will be of interest to separate the first 
and second 2,000 cases and then compare the 
figures obtained, At a glance it will be appar- 
ent that there has been a marked decrease (64 
per cent) in the incidence of appendicitis, with 
an increase in the neuroses of practically the 
same degree (60 per cent). These figures fur- 
nish food for thought, and a number of fac- 
tors may be adduced in way of explanation. 
In the first place, an increasing number of pa- 
tients presenting themselves for examination 
have had their appendices removed in the hope 
that the operation would relieve their symp- 
toms. This would necessarily decrease the pos- 
sibilities for the diagnosis, Then, too, with the 
increasing use of gastrointestinal X-ray stud- 
ies, the presence or absence of a diseased ap- 
pendix can be more definitely determined. 
Again, it must be realized that an irritability 
of the nerve supply to the stomach brought 
about by appendiceal pathology does not sub- 
side immediately after this organ is removed, 
but that time and after-treatment are neces- 
sary for cure, just as a spasmodic tic of the 
facial muscles will disappear only after pro- 
longed efforts to overcome it. These _post- 
operative cases add to the number of neuroses. 
Lastly, it should be remembered that some 
years ago the surgeons more frequently called 
in the internist for opinions in relatively sim- 
ple operative’ cases than is the practice today. 

In spite of these obvious explanations, we 
cannot escape a feeling of chagrin when we 
note the increasing percentage diagnosed neu- 
rosis in spite of constant improvement in our 
diagnostic equipment, and frequently we won- 
der if the diagnosis is only a cloak for our 
ignorance. Observation in many instances, 
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nevertheless, proves that our opinion is cor- 
rect, which is very reassuring. 

The decrease in the number of peptic ulcer 
and cholecystitis cases is undoubtedly due in 
large part to the more frequent and exact use 
of the Roentgen apparatus. Achylia gastrica 
has shown an increase of almost 100 per cent, 
which may be attributed to the use of the 
stomach tube more freely. It shouid be re- 
membered, however, that many achlorhydrics 
have no digestive disturbances. The decrease 
in incidence of cancer of the stomach and in- 
testines is best explained by the fact that in 
recent years these conditions are more gener- 
ally recognized and are referred directly to 
the surgeon without consulting the internist. 

The remaining conditions are of less im- 
portance and, in general, the incidence remains 
so nearly the same that further analysis is 
scarcely justified. 

In conclusion, it may be stated that the most 
important thought engendered by this analysis 
is that every case of indigestion has a de‘inite 
‘ause which may or may not be found even af- 
ter the most painstakin, investigation, and 
that cure cannot be effected unless the particu- 
lar etiological factor is corrected. 

608 Professional Building. 


STERILITY.* 

By C. J. ANDREWS, M. D., F. A. C. S., Norfolk, Va. 

According to those who have studied statis- 
tics, about 10 per cent of women are unin- 
tentionally sterile. During the past few years 
the literature on this subject. has been fairly 
prolific, It must be admitted that the problem 
has not been successfully settled, in that our 
treatment of it is not yet all that could be 
desired, although some very definite advances 
have been accomplished. 

Any consideration of this subject must first 
involve the physiology of reproduction, at 
least in a very brief manner. 

Living spermatozoa must reach not only the 
vaginal tract, but arrive safely in the ‘tube. 
The secretions of the vaginal tract. being acid, 
are naturally antagonistic; that of the cervix, 
when normal, is neutral, or slightly alkaline, 
and is more friendly. When either of these 
secretions are abnormal the spermatozoa may 
be killed before they reach the uterus. The 
endometrium and mucous membrane of the 
tube must be in a functionally normal condi- 
wa" before the Norfolk County Medical Society, April 26, 
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tion. The ovary must produce the ovum, 
which must be abie to find its way into the 
tube, where it may become fertilized, and then 
find a suitable lodging in the uterus not too 
close to the cervix. Oby iously there are a num- 
ber of things which may happen to prevent 
the completion of this cycle. The basis of this 
paper is an analysis of the findings in forty- 
one cases recently observed by me. 

The average age of the patients was 28 years, 
the oldest 37, and the youngest 18. The aver- 
age duration of sterility for the whole series 
was 514 years. The average age of those who 
have become pregnant was 5 years, two years 
being the shortest duration and 12 years the 
longest. 

Every patient applying for relief of sterility 
should be subjected to a ‘careful diagnostic 
study in addition to the gynecological exami- 
nation, Any condition which affects the gen- 
eral health of the patient may be a factor in 
preventing conception. 

Cervicitis was the most common lesion, being 
found in twenty-four cases, The uterus wa- 
small and undeveloped in six cases, and was 
found to be retrodisplaced in fourteen, Ex- 
amination of three cases showed pelvic inflam- 
mation, probably of gonorrheal origin. Ante- 
flexon was found in two, One patient had had 
both tubes removed, Dysmenorrhea was an 
outstanding symptom in fourteen cases: four 
of these gave a history of passing large clots 
with the ‘period. Only two patients showed a 
positive Wassermann. Ten of these cases had 
a “D & C” previously done without beneiit. 
Three of these patients showed no definite evi- 
dence of pathology. 

The efficiency of the husband was tested 
twenty-nine cases. Four of these either showed 
no spermatozoa, or very few, and poor motility. 
The husband was not examined in eleven cases, 
either because there was other obvious reason 
for the sterility, or the case was not followed 
to this point. No treatment was undertaken 
without this test of the husband’s efficiency. 

Focal infections other than gynecological 
were found in a number of these cases. These 
infections included teeth, tonsils, and urinary 
tract. 

Three of my cases were of the one child 
variety. 

The Rubin test, or carbon dioxide insutftila- 
tion of the tubes, was done in twenty cases. 
The tubes were found to be open in fifteen 
cases, and closed in five. Twelve of the forty- 
one cases have so far become pregnant. Four 
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of these pregnancies occurred the month fol- 
lowing the insufflation of the tubes. One of 
these had two months previously had the ero- 
sion of the cervix treated with the cautery; 
one had dilatation of the cervix one year 
hefore. One pregnancy followed several 
months after the insufflation, One pregnancy 
followed treatment of an infected cervix with 
the cautery and replacement of the uterus with 
support by a pessary. One patient who had 
heen sterile for three vears had a pregnancy 
to follow removal of the tonsils. Infection 
of the tonsils was the outstanding feature 
ot this case. There was also a retrodisplace- 
ment of the uterus which did not interfere 
with pregnancy. Four pregnancies followed 
treatment of the cervix alone, or combined 
with advice as to general and sexual hygiene. 
One patient had been married twelve years 
without any conception, During this time her 
general health had been very poor. She had 
suffered pain in her right lower abdomen, for 
which the appendix was removed three vears 
ago. without benefit. I found an infected cer- 


vix, a vaginal cyst in the wall of the vagina, 
and a stricture of the right ureter. The vagi- 


nal cyst was removed, the cervix treated with 


electric cautery, and the cervix dilated. The 
stricture was treated with the wax bulb. Preg- 


nancy occurred several months after the treat- 
ment, when her general health had greatly im- 
proved. TI do not know whether the preg- 
nancy resulted from the dilatation of the cer- 
vix, treatment of the cervicitis, or the im- 
proved health following relief from the pain 
in the abdomen. Probably all three contri- 
buted to it. One pregnancy followed “D & 
C” with correction of displacement by round 
ligament suspension, These were done on ac- 
count of other svmptoms as well as sterility. 

So much for those who became pregnant. 
The real problem relates to those who con- 
tinue to be sterile. Several of these patients 
are still under treatment. In some, insufficient 
time has elapsed since their treatment to con- 
clude that they have received no benefit, or 
that they will not become pregnant. In other 
words. I believe that there is a reasonable pros- 
pect that our results will be somewhat better 
than indicated by the present figures. We know 
the husband is at fault in four cases of the 
twenty-nine examined. I am aware of the 
fact that this is an unusually low percentage. 
Most observers believe that 50 per cent of 
sterility is due to the husband. My figures 
may be simply an accident, as the number ex- 
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amined is small. Possibly some of these 
spermatozoa which appear normal are not 
really fertile. I do not feel, however, that 
anywhere near 50 per cent of the patients 
which I have treated are sterile on account of 
the husbands. 

Huhner’s insemination test has been found 
to be very satisfactory for testing the sperma- 
tozoa, The fluid removed from the vault of 
the vagina and the internal os within two hours 
shows in the normal cases active spermatozoa. 
The technic of this is quite simple, but must 
be accurately performed. For instance, water 
is antagonistic to the spermatozoa; therefore, 
the pipettes must be sterilized in a hot air 
sterilizer, or dried in the flame, They must 
not be too hot when used. If spermatozoa are 
found, but not active, the presumption is that 
secretions of the vagina or cervix respectively 
have been sufficiently antagonistic to defeat the 
object. In this case a specimen by the rubber 
is resorted to. 

The tubes were found to be closed in five 
The tubes are not considered closed 
until tested more than one time. There is a 
possibility that when the gas is accidently 
turned on rather suddenly, a spasm of the isth- 
mus of the tube may occlude it temporarily. 
If there is any question about the result, ex- 
amination under anesthesia is more satisfac- 
tory. 

Since Rubin first described his apparatus 
for the insufflation of the tubes, perhaps more 
articles have been published on its modifica- 
tion than any other one problem of sterility. 
Each one offers his apparatus as being simpler 
than the one devised by Rubin. The ordinary 
ear syringe, or bulb, is used by many. The 
principle advantage claimed for most of these 
simplified measures is the saving of cost. I 
have found the Rubin apparatus to be quite 
simple, and it has been entirely satisfactory 
for the purpose for which it is used. It cer- 
tainly seems to have a definite advantage over 
the use of an ordinary bulb syringe. We can, 
I believe, distinguish more accurately the de- 
gree of pressure and the amount of gas intro- 
duced. The insufflation seems to have some 
therapeutic value when used by the Rubin 
method. I do not know whether this result 
has followed regularly the use of the bulb 
syringe. Insufflation of the tubes by any 
method is definitely contraindicated in any 
case of inflammation, and is obviously use- 
less where other known causes for sterility 
exist. 
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‘Can anything be done for these closed tubes ? 
Curtis reports success by inflating tubes with 
a Luer syringe from within the abdomen, after 
breaking up “adhesions. He reports one preg- 
nancy following this method, 
prospect of success here would depend upon 
the degree of obstruction and pelvic changes. 

I have done this in one case so far without 
success, Robert T. Morris splits the tube and 
reports one pregnancy following this process. 
It is probably a mistake to assume that all 
these closed tubes are due to gonorrhea, We 
are familiar with the activity of the coton bacil- 
lus in the urinary tract, It seems reasonable 
to believe they could cause inflammation in 
the tubes as well. Of course, other ordinary 
bacteria are responsible in some cases. 

Even though the gas cannot be made to pass 
through the tube, 
to the patient that she could not become preg- 
nant, So far no case of mine which did not 
admit the gas has become pregnant. 

Of the twenty remaining cases, seven have 
a retrodisplaced uterus, thirteen being normal 
us to position. If active spermatozoa can be 
found in the cervix, it is not likely that this 
alone accounts for the sterility. The conges- 
tion secondary to the displacement is probably 
a factor. Certainly the percentage of displace- 
ments are greater in this group than in normal 
women. 

The undeveloped uterus, with scant, irregu- 
lar periods, suggests endocrine deficiency. 
Hirst recommends the use of electricity in these 
cases, These are possibly associated with in- 
efficiently functioning ovaries, possibly with- 
out the discharge of ovum. It is to be re- 
membered, however, that ovulation and men- 
struation are not one and the same thing. In 
other words, a patient may menstruate more 
or less regularly and not discharge any ovum. 

Three cases showed no demonstrable pathol- 
ogy, or other known excuse. Considerable in- 
vestigation has been made on animals which 
is suggestive as to an explanation in these 
cases, “Many cases of cows and other animals 
have been treated by passing the hand through 
the rectum, grasping the ovary, and by mani- 
pulation rupturing the follicle, and pregnancy 
follows. One case has been reported in which 
this is believed to have been accomplished in 
a woman by bi-manual manipulation. 


Diet seems to have a very definite influence 
on fertility in rats. Reynolds and Macomber 


- showed that a diet low in fat soluble vitamin 
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reduced fertility 50 per cent and that which is 
low in calcium to 14 per cent. Blair Bell says 
he has rendered many women fertile by the ad- 
dition of calcium to the food. It is believed 
that diet affects fertility by its results on gen- 
eral health. 

It has been shown that some animals may 
be sensitized to spermatozoa. By injecting 
spermatozoa into the veins of rabbits they 
may be rendered sterile for a time. It is pos- 
sible that in human beings the female may be 
sensitized by absorption through the vaginal 
mucous membrane. 

In no case did I find evidence of a tight 
cervix which would be likely to interfere with 
the progress of spermatozoa, It is possible 
that the occasional conception following “D 
& C” may be due to the improved condition 
of the endometrium and the cervix, So far 1 
have had no help from alkaline douches or 
knee-chest position. If the secretions of the 
cervix and vagina are antagonistic, it prob- 
ably means cervicitis, We know that certain 
bacteria cause an acid reaction. No doubt the 
acid reaction in the vagina is due to bacterial 
activity. Bacteria should not be found in the 
cervix. Infection of the cervix naturally causes 
an acid reaction which is antagonistic to 
spermatozoa, The only relief for this is appro- 
priate treatment of the cervix. Most of these 
are successfully treated by the electric cautery. 
Some require curettement of the cervix, and 
occasionally one will only be relieved by the 
Sturmdorf. resection of the cervix, Silver ni- 
trate is sufficient in a few very mild cases. 

Artificial insemination has been successful at 
times, The first successful intra-uterine in- 
semination was done by J. Marion Sims in 
1866. This apparently later fell into disuse, 
probably because successes were so very infre- 
quent, At that time, however, the indications 
for insemination were not recognized. The 
ideal type of case for this is one in which the 
spermatozoa could not reach the fundus of the 
uterus alive, and where the tubes and other 
pelvic organs were normal, There is a small 
danger of infection, but otherwise the process 
is not difficult or dangerous. 


CoNCLUSIONS 


The number of cases here considered is too 
small to draw definite conclusions, but the 
analysis of these cases would suggest that cer- 
vicitis is the most common pathology. Retro- 
displacement, anteflexion and deficient develop- 
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ment are also common. The Rubin insufflation 
is a very useful diagnostic method in properly 
selected cases. It is comparatively safe. It 
has some therapeutic value. 

Medical Arts Building. 


UROLOGIC CONDITIONS IN INFANCY 
AND CHILDHOOD.* 
By JOSEPH F. GEISINGER, M. D., Richmond, Va. 

Urologic conditions appearing in the earlier 
years of life differ in few, if any, essential 
particulars, from those of the aduit period. 
The pathologic phenomena of the two groups 
are more or less identical, The prognostic 
outlook for both is at least similar, and if the 
little patients could express themselves as ade- 
quately as their seniors it would doubtless be 
found that the symptomatology bears a like 
resemblance. Variations occur chiefly in the 
less fundamental relationships of etiology and 
incidence; in all other respects the urologic 
picture, speaking broadly, is not materially in- 
fluenced by the consideration of age. 

The artificial line which denies to one of 
these groups certain diagnostic and therapeutic 
procedures so helpful to the other is neither 
necessary nor reasonable. The hematurias, 
pyurias, and renal colics of infancy and child- 
hood are entitled to as much consideration as 
those of maturity and old age. Precision of 
diagnosis as a guide to rational and effective 
treatment is possible here, as elsewhere, and 
assuredly no less desirable. The fact that it 
is accomplished with relative infrequency ap- 
pears to be due partly to a lack of under- 
standing of the scope of instrumentation pos- 
sible in the child; and partly to an unfortunate 
presumption that the youthful sufferer will 
in time outgrow his ailments, assisted by a few 
simple symptom-relieving measures, admittedly 
inefficient in similar situations presenting in 
later life. 

As a matter of fact, there is no inherent 
quality in youth endowing it with immunity 
to the ravages of malignancy, tuberculosis, 
deeply rooted infections, or extensive renal de- 
struction from the back pressure effects of cal- 
culi or congenital obstructions. It is not com- 
mon, as a mental habit, to associate these con- 
ditions with this age period; it is not rare, 
however, to encounter them when the urinary 
symptomatology of early life is approached 
with the same diligence which attends the 


*Read before the Walter Reed Medical Society, at Yorktown, 
Va., May 21, 1926. 


VIRGINIA MEDICAL MONTHLY. 


451 


adult. This approach is effected chiefly 
through the cystoscope. 
* * 

The instrumental side of the probiem has 
been hindered by some real difficulties which 
no longer exist; and by some sentimental ob- 
jections which have yet to be overcome, Suit- 
able instruments are now available, but the 
thought of bladder inspection, ureteral cath- 
eterization, and pyelography in infancy still 
seems shocking to many in the profession, Ex- 
ploratory operations upon insecure diagnoses, 
or total disregard of essential therapeutics 
seem to be preferred to instrumentation. This 
is a natural protective impulse toward the 
tenderness of early life; it is a misplaced im- 
pulse, however, and actually denies to the child 
a form of protection upon which it is depend- 
ent with peculiar helplessness. Surely it is 
kinder to guard an infant from tuberculosis 
than from cystoscopy. 

More particularly is this true when those 
familiar with urological instrumentation are 
prepared—as for some time they have been 
prepared—to demonstrate a technique that in- 
volves no more traumatism, and precipitates 
no more unpleasant sequelae than are liable to 
occur at any time in the ordinary adult cysto- 
scopic clinic of the highest type. In the fe- 
male child cystoscopy is possible practically 
from birth; in the male, for obvious reasons, 
the procedure is not so simple and cannot be 
undertaken at so early an age. However, 
cystoscopy has been performed repeatedly in 
boys of less than two years by Kretschmer, 
Hyman and others, and at a somewhat later 
age by various observers, including the writer. 

The literature dealing with the urologic 
problems of childhood has been scattering and 
meager until quite recently. Within the past 
two or three years, however, several impor- 
tant articles have appeared and have appar- 
ently stimulated some general activity in this 
direction, The interest now being manifested 
in this subject by the pediatric societies and 
the pediatric divisions of the general societies 
is particularly encouraging. Urologists and 
pediatricians are beginning to exchange ideas 
on the same floor, and once this helpful co- 
operation is fully established the rest will fol- 
low as a matter of course. 

Though he unhesitatingly urges the applica- 
tion of modern urologic diagnostic methods to 
infants and children when indicated, the writer 
does not wish to be mistaken for an advocate 
of indiscriminate cystoscopy in these ‘little 
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people, Cystoscopy and ureter catheterization, 
under any circumstances and at any age, is a 
procedure entitled to considerable detiberation ; 
and this is pointedly and particularly true in 
infancy and childhood. The indications must 
be impressive, and must be checked by a care- 
ful general physical examination, Unfortu- 
nately the symptomatology is often very poorly 
defined, owing to the inability of the patients 
to express themselves intelligibly. Roentgeno- 
graphy should always be done as a routine, 
to disclose calculi, calcifications, or unusual 
renal shadows, if present. Blood chemistry 
studies should be made along with a dye test 
of renal function, The urinalysis is of course 
of utmost importance. Simple catheterization 
of the bladder for residual urine, foilowed by 
cystography to define the contour of the viscus, 
and possibly also of patulous, dilated ureters, 
may prove very helpful.- 

The data assembled by these investigations 
may result in a sufficiently definite exclusion 
of certain serious surgical conditions to justify 
general medical treatment without cystoscopy. 
This is especiaily true when the case appears 
to be one of thé common uncomplicated in- 
fections of the renal pelvis, most of which will 
clear up spontaneously, with alkalinization 
and forced fluids. : 

When the case is not as simple as this, when 
persistent pain suggests the likelihood of some 
obstruction, when hematuria appears as a 
warning of possible malignancy or tuberculo- 
sis, when pyuria persists over a long period in 
spite of systematic medical treatment, when 
tumors are palpable in the renal or supra-pubic 
areas,—then cystoscopy should unquestionably 
be undertaken, permitting inspection of the 
bladder, catheterization of the ureters, the de- 
tection of obstructions therein, the study of 
the separated urines and functions, and finally 
pyelography. All this can be done as specifi- 
cally in the child as in the adult, usualiy, how- 
ever, requiring general anesthesia. Pyelo- 
graphy, which is occasionally productive of 
sharp reactions even in adults, should not be 
done as a routine, but should be reserved for 
special indications. 

If preliminary function studies disclose a 
low dye output and a high nitrogen retention, 
cystoscopy, in any case where it is contem- 
plated, should be approached with great cir- 
cumspection, and had better be deferred or 
abandoned. These patients tolerate manipu- 
lation very poorly and the result may be fatal. 
If the situation urgently requires radical at- 


tention, an exploratory operation may be pref- 
erable, as pointed out by Cauik. Under any 
other circumstances operation, though com- 
monly done, is practically never justifiable 
without preliminary cystoscopy. Bugbee’s 
autopsy studies have demonstrated that anom- 
alies are not rare in infants; and the surgeon 
who undertakes to remove a kidney without 
having previously demonstrated the existence 
of a sound organ on the opposite side may 
find, too late, that the patient has no other. 
ok * 

Consideration of the nature and treatment 
of the various uroiogic conditions which are 
likely to be encountered during infancy and 
childhood would involve a review of the larger 
part of the entire field of urology, and is im- 
practicable in a limited paper. It is helpful. 
however, to get some conception of the range 
of this pathology, even if the discussion has 
to be confined to bare tabulation. 

It has been stated that the child is liable to 
all the urologic ailments of the adult, except 
those associated with cancer, pregnancy, and 
hypertrophy of the prostate. Certainly an in- 
spection of the lists of diseases presenting in 
certain series of cases exhibited from time to 
time emphasizes the parallelism in the two age 
groups. already noted. 

Though it has been occasionally stated to 
the contrary, congenital anomalies occupy a 
conspicuous place in the urologic picture of 
early life. In fact, they are definitely more 
numerous than in the adult, a variation easily 
explained by the fact that in a large proportion 
of the cases in which they appear they are in- 
compatible with existence and prove fatal be- 
fore the patient can reach maturity. In 117 
autopsy cases exhibiting anomalies, Bugbee 
found that 101 died within the first year. 

For practical purposes the anomalies might 
be conveniently, though roughly, separated into 
groups. Single kidneys, fused kidneys, and 
rudimentary kidneys are sufficiently common 
to establish soundly the principle that no radi- 
cal operative procedure should be undertaken 
upon one side without previously demonstrat- 
ing the condition upon the other side, if the 
functional situation permits preliminary cysto- 
scopy. In this group belong also polycystic 
kidneys, horseshoe kidneys, and ectopic kid- 
neys, which are occasionally found. In another 
group might be assembled the anomalies which 
are external and visible, so to speak,—exstrophy 
of the bladder, hypospadias, epispadias, and 
undescended testicle; these, with the exception 
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of balanitic hypospadias, are frankly surgical, 
and need no turther discussion than to note 
that their management often requires great 
patience, nicety of judgment, and skill of tech- 
nique. In a last, and extremely important 
group appear what might be described as the 
obstructive anomalies—strictures of the ureter, 
contractures of the vesical neck, hypertrophy 
of the verumontanum, and congenital valves of 
the urethra and ureter; these are relatively 
common and are responsible for the vast ma- 
jority of the hydro-ureters, hydronephroses, 
and chronic vesical retentions of childhood: 
unless appropriately relieved by instrumenta- 
tion or surgery, a steadily progressive and ul- 
timateiy fatal pathology is inevitable. Along 
with these might be placed the retentions asso- 
ciated with spina bifida and other lesions of 
the central nervous system. 


Hydronephrosis is a frequent cause of _in- 
fant mortality, and should always be borne in 
mind in connection with the differentiation of 
upper abdominal tumors in children.  Pyo- 
nephrosis may be the result of infection of a 
hydronephrosis, due to obstruction, or it may 
represent the terminal stage of a virulent renal 
infection without antecedent hydronephrosis. 
Numerous cases of pyonephrosis in children 
have been reported and have required nephrec- 
tomy; and the warning of Caulk to perform 
this operation in two stages when the child 
is very ill seems quite timely. 

Tumors of the kidney are relatively frequent 
as compared with the same condition in later 
life. The common tumor in the adult is the 
well-known hypernephroma; the common 
tumor in the child is either a sarcoma or an 
embryoma. Whatever its nature, it is ex- 
tremely malignant. The hematuria which fre- 
quently warns the adult is frequently absent in 
the child, owing to the relationship of the 
tumor to the kidney proper. As a result of 
this and the absence of other symptoms and 
the frequent disregard of the hematuria when 
it is present, most of these cases get to the 
surgeon after the tumor has reached great 
size. The only hope is radical surgery followed 
by radiation; or radiation alone if surgery 
cannot be undertaken. Under the best of cir- 
cumstances the mortality is extremely high. 
At the Stuart Circle Hospital a small series of 
these cases have appeared; one child with a 
large embryoma underwent radical operation 
and is entirely well five years later; another 
was explored but was found inoperable; a sec- 
tion of tissue from a metastatic area in this 
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case was reported by the pathologist to exhibit 
‘arcinoma, a most unusual finding. ‘Tumors 
elsewhere in the urinary tract of children are 
quite rare but occasionaliy occur in the blad- 
der; a few of these are benign fibromas; the 
great majority are sarcomas or myxomas and 
are so excessively malignant that any opera- 
tive procedure short of the very questionable 
total cystectomy seems hardly worth consider- 
ing; this appears to be the most hopeless of 
all the urological lesions in children. 

Caleuli are said by Hinman to be found but 
‘arely within the urinary tract of infants and 
children, but by numerous other observers are 
stated to be common, The evidence that they 
are actually quite frequent seems overwhelming, 
Stones have been demonstrated in the fetus and 
at all the stages of infancy and childhood. The 
youngest case which has come under the ob- 
servation of the writer was in a child of 
eleven months, who passed a calculus after a 
series of attacks of abdominal pain. Accord- 
ing to Holt, small stones are frequently voided 
during the first two years of life; and it is 
now generally recognized that they must be 
considered among the important causes of the 
abdominal colics of childhood. The urinalysis 
is of great aid in the diagnosis, The X-ray is, 
of course, indispensable, but it is worthy of note 
that invisible uric acid stones are much com- 
moner in children than in adults. The stones, 
when located, are usually in the kidney or the 
bladder,—very rarely in the ureter. Their 
management depends upon circumstances, <A 
policy of watchful waiting is desirable if the 
stone is small and no serious infection is pres- 
ent: most of these stones will pass. Large 
stones in the kidney require operation; in the 
bladder a small lithotrite may be very success- 
fully used if the stone is not so large or so 
hard as to make suprapubic cystotomy more 
appropriate. 

Tuberculosis of the genital tract is rare, but 
of the kidney is not uncommon in children. 
The symptomatology may be very vague, or 
there may be marked vesical disturbance, with 
pus, blood, and tubercle bacilli in the urine. 
The necessity of ureter catheterization in such 
a situation is too obvious to require emphasis. 
If the condition is bilateral, surgery should 
not be attempted; if it is limited to one kid- 
ney, nephrectomy is indicated and offers a 
hopeful prognosis. 

Diverticula of the bladder have appeared to 
be rare in children, but with the more exten- - 
sive application of cystoscopy to this age 
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period, cases are reported with more and more 
frequency. In this condition cystography is 
of more specific aid in the diagnosis than 
cystoscopy. These cases are rarely, if ever, seen 
until infection of the residual urine has precip- 
itated a situation, often acute and often mis- 
taken for pyelitis, Palliative measures are of 
no avail, The only effective treatment is radi- 
cal removal of the sac. The ureter may be in- 
volved and section with reimplantation may 
be necessary. If gross infection and a large 
residual urine are present, it may be necessary 
to precede the operation with preliminary 
drainage of the bladder through an indwelling 
catheter. In this connection it may be recalled 
that, in order to prevent possible suppression 
of urine and uremia, gradual decompression 
of a chronically distended bladder is as im- 
portant in a child as it is in an adult. 


Vulvo-vaginitis of gonorrheal origin is very 
common in children in some localities and may 
be accompanied by urethritis and cystitis, Ef- 
fective treatment is often difficult and some- 
times taxes the patience of the doctor and the 
endurance of the child. Gonorrheal urethritis 
in the male infant occurs occasionally and 
may be followed by stricture. The writer has 
encountered several cases of vulvo-vaginitis in 
infants and children, and one case of an almost 
complete gonorrheal stricture, with total re- 
tention of urine, in a boy of four years. A non- 
specific type of urethritis has also been de- 
scribed and is said to be due to uncleanliness 
and accumulation of secretions; it is more 
common in girls, but is not infrequently seen 
in boys. 

* * 


The incidence of renal infection, commonly 
described as pyelitis, is so great in infancy 
and childhood, and this condition so easily 
outstrips all others in relative frequency, that 
it has been reserved for final and more detailed 
consideration. Though a simple pyelitis may 
exist, the lesion is more generally a pyelo- 
nephritis, It is much more common in girls 
than in boys; it may be, as currently supposed, 
often an ascending infection, but it is doubt- 
less as often of hematogenous origin, associ- 
ated with some distant focus, the location of 
which is of primary importance in the treat- 
ment. The organism is generally the colon 
bacillus, though coceal infections are occasion- 
ally reported. Fever and malnutrition may be 
the only symptoms and, if urinalysis is neg- 
lected, as frequently happens, the patient may 
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be treated for malaria, typhoid fever, or other 
conditions. Often there are localized pain and 
tenderness in one or both renal areas, and when 
these are associated with pyuria and fever the 
diagnosis is clear, Many cases appear in the 
course of enteritis and other conditions in 
childhood ; they usually subside promptly when 
the primary condition is relieved. Many other 
cases are independent of such associations anc 
run their own course; the great majority of 
these will either promptly or ultimately yield 
to a simple line of treatment consisting of 
eradication of foci, the administration of large 
quantities of water, and thorough alkaliniza- 
tion of the urine. 


In a certain percentage of cases this result 
will not be obtained, even after prolonged sys- 
tematic treatment. The patient will continue 
ill, or the acute symptoms will subside but the 
pyuria persist, or both symptoms and pyuria 
will disappear for the time being, but will re- 
cur subsequently at irregular intervals. In this 
type of case cystoscopy should be performed. 


The writer is not ignorant of the objections, 
in certain quarters, to this procedure. Some 
of the observers who deprecate the instru- 
mental treatment of pyelitis, especially in in- 
fancy and childhood, are doing important work 
in urology and their opinions are entitled to 
great respect. But the writer is compelled to 
be guided by his own experience, especially 
when it is supported by the greater experience 
of such men at Kretschmer, of Chicago; Bug- 
bee and Hyman, of New York; Livermore, of 
Memphis; Cecil, of Los Angeles; Stevens, of 
San Francisco; Hinman, of San Francisco, 
and others, All these men advocate cystoscopy, 
dilatation of ureters, and lavage of the renal 
pelves in this type of case in the infant or 
child, and report striking and prompt results 
when all other measures have signally failed. 
Finally, Young, of Baltimore, in his recently 
published text has recognized this work, stat- 
ing that “in the presence of grave sepsis ureter 
catheterization and pelvic lavage may be 
highly advisable, even at an early age;” and, 
again, “with the demonstration of infection in 
one or both kidneys (of the child) pelvic lav- 
age may often be carried out most satisfactorily 
and sterilization often obtained much more 
rapidly than by the methods of internal medi- 
cation usually employed.” 

In the hands of the writer, therefore, the 


rebellious case of pyelitis, acute or chronic, 
which has successfully resisted the ordinary 
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treatment, goes under cystoscopy, regardless 
of age. If the infection is dependent upon 
some complicating factor, such as obstruction 
in the ureter or urethra, this fact, otherwise 
hidden, will be disclosed in the course of the 
examination, and may lead into a new line of 
attack of vital importance. If, on the other 
hand, the case is a simple pyelitis, without com- 
plications, one or more catheterizations of the 
ureters, accompanied by lavage of the renal 
pelves with silver nitrate, will not infre- 
quently produce a prompt cure and spare the 
patient many months of disability and possibly 
ultimate serious damage to a kidney. 


SumMMArRy AND CONCLUSIONS 


1. The parallelism in urologic pathology, as 
between the child and the adult, suggests a 
like parallelism in the essential details of diag- 
nosis and treatment. 

2. With modern instruments, complete cysto- 
scopic exploration of the urinary tract can be 
accomplished with facility and without trauma 
in female children of all ages, and in males 
except within the first few months of life. 

3. Cystoscopy in children should not be un- 
dertaken indiscriminately. When definite in- 
dication exists, however, it should be unhesi- 
tatingly employed if the renal function is at 
a satisfactory level. 

4. Many of the urologic problems of child 
hood are dependent upon conditions which 
can be disclosed only by cystoscopy; without 
this disclosure, treatment will often be ineffi- 
cient and sometimes totally misdirected. 

5. The customary exploratory operation upon 
the urinary tract of children should now yield 
to a well-planned surgical procedure, directed 
by preliminary cystoscopy, as in the adult. 

6. The frequency of congenital anomalies of 
the kidneys makes it of fundamental import- 
ance to demonstrate the presence of a sound 
organ upon one side before performing neph- 
rectomy upon the other. 


7. In the treatment of rebellious types of 
pyelitis, which have failed to yield to other 
measures, dilatation of the ureters and lavage 
of the renal pelves has been shown beyond 
question to be of striking value and should be 
more commonly employed. 


Stuart Circle Hospital. 


MODERN PROGRESS IN OUR KNOWL- 
EDGE OF THE ETIOLOGY OF 
DISEASES.* 

By EUGENE L, LOWENBERG, M. D., Norfolk, Va. 
So voluminous is the medical literature of 
today and so filled with important links in 
our knowledge of diseases, that though one 
works faithfully to keep oneself well informed, 
there must be times when our knowledge of 
the many advances necessarily becomes hazy, 
and there occurs the need to take inventory of 
the knowledge at hand. Such will be my en- 
deavor in this paper, limiting myself to the 
more recent literature on the etiology of the 
more common disorders of our time. 
During and since the days of Pasteur, in 
the middle and latter half of the nineteenth 
century, there followed in rapid succession the 
discovery of the etiology of many important 
diseases of an infectious nature: of typhoid 
fever, erysipelas, diphtheria, pneumonia, epi- 
demic cerebrospinal meningitis, gonococcus in- 
fection, amebic and bacillary dysentery, 
cholera, bubonic plague, tetanus, anthrax, 
leprosy, tuberculosis, actinomycosis, malaria, 
tape-worm, hook-worm, sprue, botulism, infan- 
tile paralysis and many rarer conditions, Dis- 
eases of man were shown to be caused by many 
types of viruses, by bacteria, by fungi, by 
protozoa (spirochetes and trypanosomes), by 
flukes, by worms. Brilliant workers pointed 
out the endless variety of manners in which 
these diseases were transmitted to man,— 
typhoid by contaminated water and milk: 
typhus by the body louse; dengue, filaria, 
malaria by mosquitoes; intestinal parasites and 
botulism by pork and other meat foods; hy- 
drophobia by the bite of a mad dog. Even 
birds, mice, ticks, guinea-pigs and bed bugs 
were incriminated as harborers of germs patho- 
genic for man. An enviable heritage was left 
us and the way to continued progress pointed 
out. And though a little slow in getting head- 
way, the twentieth century has already demon- 
strated to be of virus causation, and isolated 
the organism of the following conditions: 
typhus fever, influenza, whooping cough, scar- 
let fever, measles, trypanosomiasis, yellow 
fever, svphilis, infectious jaundice, milk sick- 
ness, and tularemia. In this country the com- 
paratively recent discovery of the etiology of 
whooping cough, influenza, scarlet fever. 
measles and tularemia particularly interest us. 


~ *Read. before the Norfolk County Medical Society, June 21, 
1926. 
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In 1906, Bodet and Genou reported the iso- 
lation ot the causative organism ot whooping 
cough—a small ovoid hemolytic bacillus, cul- 
tivated only on blood agar, aggiutinable by 
whooping cough immunization serum. 

In 1892, Pfeiffer isoiated a bacillus which 
he believed to be the cause of influenza, but 
subsequent investigations failed to corrobo- 
rate his nndings, Ln 1920, Ouitsky and Gates, 
of the Rockefeller Institute, cultivated from 
the nasopharyrgeal washings of influenza pa- 
tients a filter passing gram-negative micro-or- 
ganism which they catted the vacterium pneu- 
mosintes, In the recurrence of the epidemic 
in 1923, Olitsky and McCartney were able to 
confirm these findings, cultivating the organism 
from the nasopharyngeal washings on anaero- 
bic blood agar plates, and reproducing the dis- 
ease in rabbits by intratracheal injections, Ag- 
glutinins against this bacterium have been 
demonstrated in patients who have recovered 
from influenza attacks. 


In 1918, the Surgeon General of the United 
State Army sent out a commission to investi- 
gate an unfamiliar form of interstitial and 
broncho-pneumonia complicating measles 
among the United States Troops. The com- 
mission proved the specific organism in most 
cases to be a specific strain of streptococcus 
hemolyticus. Dochez and other members of 
this commission, stimulated by these findings. 
began to work out a method of differentiation 
of the biological types of streptococcus hemoly- 
ticus. In this work, Dochez showed that the 
type of hemolytic streptococcus found in the 
throats of scarlet fever patients is specific, and 
succeeded in 1921 in reproducing a disease 
simulating scarlet fever in a dog, and later in 
guinea-pigs and hogs. But animals at best 
proved to be unsatisfactory for the production 
of conditions that could be definitely identi- 
fied as scarlet fever. Numerous other workers 
furnished contributory evidence of the rela- 
tion of streptococcus hemolyticus to scarlet 
fever, and even the production of active and 
passive immunity was reported, but it remained 
for Doctors Gladys and George Dick to settle 
the matter. In 1923, Gladys and George Dick 
reported the isolation of a specific strain of 
streptococcus hemolyticus from a lesion on the 
finger of a scarlet fever patient and the experi- 
mental reproduction of the disease in human 
volunteers. A nurse who was taking care of 
a scarlet fever patient came down with the dis- 
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ease herself. Two days before the onset of the 
attack she had noticed a sore on one of her 
hngers, and on the second day of the disease, 
when the rash was intense, a culture was taken 
of the pus from this finger. Five human vyol- 
unteers were inocwated by swabbing their 
throats with a four day old culture of the 
hemotytic streptococcus isolated from this pus. 
Of the nve volunteers, one developed mild, an- 
other typical scarlet fever. With rapid strides 
the Dicks soon showed that the streptococcus 
hemolyticus of scarlet fever produced an exo- 
toxin, that this toxin could be used to deter- 
mine susceptibility to the disease in the man- 
ner of the Shick test for diphtheria, that potent 
anti-sera could be produced in animals for 
human use; and carrying their conceptions still 
further, they pointed out how their suscepti- 
bility test could be used to aid in the differen- 
tial diagnosis of scarlet fever and to identify 
the specific strain of hemolytic streptococcus 
in the future. 


And now excellent evidence is brought for- 
ward that still another type of streptococcus is 
the cause of measles. Doctors Ferry and 
Fisher, of the Parke Davis Laboratories, an- 
nounce in a current issue of the Journal of the 
American Medical Association that they have 
isolated a small, gram-positive, aerobic, green 
producing streptococcus from the blood of pa- 
tients in the early stages of the measles; that 
a typical measles rash can be produced in rab- 
bits by the intracutaneous injection of live cul- 
tures of this organism, that the streptococcus 
produced a soluble toxin which could be used 
similar to the Dick and Schick test to deter- 
mine susceptibility and to produce immune 
serum in horses and rabbits. 

Thus was the ‘streptococcus, long assailed as 
the cause of many and varied diseases, con- 
victed as the etiological virus of two most im- 
portant diseases of man. Long suspected, the 
difficulty has always been, the lack of methods 
of differentiation of the multitudinous strains 
of this group of micro-organisms. Investiga- 
tors have for years obtained streptococci from 
cases of scarlet fever, measles, rheumatic fever 
and many other diseases, but the failure to al- 
ways recover or isolate the same strain on the 
part of a given investigator, or the recovery 
of different strains by different workers, has 
given conflicting reports and beclouded the 
field. Though the Dicks have shown how, in 
a round-about way, the streptococcus of scar- 
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let fever can be identified, adequate methods 
are still wanting, neither agglutination reac- 
tions, cultivation characteristics, nor any other 
usual method, proving of value in this group. 
It is possible that as soon as adequate means 
of differentiation of the strains is forth-com- 
ing, the virus, long thought to be a streptococ- 
cus, of acute articular rheumatism, endocarditis 
and chorea, shall no longer be so evasive, and 
the work of Poynton and Payne, in 1900, who 
isolated the diplococcus rheumaticus, or of 
Rosenow, who has successfully cultivated a 
specific strain of streptococci from joints, the 
tonsils and the blood of rheumatic fever pa- 
tients and reproduced the disease in animals, 
shall be substantiated. 

It is noteworthy that there exists quite a list 
of diseases which we can demonstrate to be 
due to an infectious virus, and yet have been 
unable to isolate the organism, namely, small- 
pox, chicken-pox, mumps, dengue, hydropho- 
bia, encephalitis-lethargica, coryza, gangrene 
of the lung, and Rocky Mountain Spotted 
Fever. Kermogant, of the Pasteur Institute. 
claims to have isolated a spirochete as the cause 
of mumps. Various writers have isolated 
spirochetes from cases of gangrene of the lung. 

That man could suffer clinical disease due 
to errors of metabolism. such as gout, obesity. 
diabetes insipidus, or due to malfunction of 
the endocrine glands, such as tetany, acrome- 
galy, cretinism, myxedema, hyperthyroidism, 
or sensitization diseases, such as hay fever and 
asthma, was disclosed by earlier workers, The 
twentieth century has added a notable group. 
the de‘ciency diseases—beri-beri, rickets, possi- 
bly pellagra, tetany, simple goitre. The place 
of rickets in this group has been definitely es- 
tablished by the recent work showing that sun- 
livht prevents or cures, that cod-liver oil and 
irradiated foodstuffs have similar properties. 

The emphasis of focal infection is a definite 
contribution of our time to the etiology of 
cliseases., 

In diseases of the gastro-intestinal tract, such 
as peptic ulcer, ulcerative colitis, cholecystitis. 
appendicitis, pancreatitis, cirrhosis and other 
diseases of the liver: of the blood forming or- 
gans, such as pernicious anemia, leukemia, 
Hodgkin’s disease, hemolytic jaundice, pur- 
pura, hemophilia; of the cardio-vascular sys- 
tem, such as valvular heart disease, disturb- 
ances of rhythm of heart, angina pectoris, ar- 
teriosclerosis, thrombo-angiitis obliterans, hy- 
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pertension; of the genito-urinary system, such 
as the nephritides and nephrolithiasis; of the 
ductless glands, such as toxic goitre; of the 
nervous system, such as spastic paralysis, tic 
douloureux, paralysis agitans, Raynaud’s dis- 
ease, epilepsy: of the locomotor system, such as 
arthritis deformans; of the major insanities,— 
we are still much in the dark. Most recent 
literature tends to implicate a gram positive 
dliplococcus in ulcerative colitis (Mayo Clinic), 
the Monilia Psilosis of sprue as the cause of 
pernicious anemia and possibly pellagra: 
guanidin, a catabolic by-product normally ex- 
creted in the urine, as the cause of high blood 
pressure. 

In 1911, McCoy and Chapin described a 
“plague-like” disease of rodents which they 
observed as a fatal epidemic among the ground 
squirrels of Tulare County, California; and 
reported the isolation of the organism, a bacil- 
lus which they named Tularense, after the so 
named infested county. These workers also 
demonstrated the presence of agglutinins 
against the bacillus in the blood of.laboratory 
workers extensively engaged in handling or 
dissecting infected rabbits. Thus was pro- 
duced indirect evidence that the bacillus Tu- 
larense could infect humans, And, in 1920, 
Dr. Edward Francis, of the United States 
Health Service, described seven human cases 
and seventeen cases in jack-rabbits, in all of 
which the bacterium Tularense was isolated. 
This new disease in man has been shown to 
be transmitted by the bite of an infected blood 
sucking tick, the Chrysops discalis, or by the 
handling of infected rodents, as in the case of 
market men, cooks, hunters, laboratory work- 
ers. About 300 cases have been reported in 
Utah, Idaho, Montana, Colorado, Wyoming. 
New Mexico, Ohio, North Carolina, Virginia 
and West Virginia, Francis states that this 
is the only recent disease that has been eluci- 
dated from beginning to end by American in- 
vestigators alone. 

I have purposely left mention of cancer to 
the last. We have been accustomed to lament: 
that nothing is known of the etiology of this 
dreaded disease. Without wishing to appear 
over-optimistic, I cannot help but feel that 
the discovery of its cause is not far off. Strong 
evidence has been produced to show cancer is 
a virus-caused disease. I shall hastily sketch 
some of the more important data at hand. 

That epitheliomas may be produced in rats 
by painting a skin area with tar two to three 
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times a week is well-known. Until recent 
years tumors have been transferable only by 
inocuiating living tumor cells of a member 
of a species to another member of same spec- 
ies, as mouse to mouse, rat to rat. In 1911, 
Peyton Rous described a sarcoma of fowl which 
differs from tumors formerly described in one 
very important respect, namely, that it can be 
transferred from chicken to chicken by inocu- 
lating with dead tumor cells or with a cell free 
Berkefeld filtrate. In 1912 he added an osteo- 
chondrosarcoma, and in 1914 a spindle cell sar- 
coma to the list, so that there are now three 
well described tumors, transmissible by inocu- 
lation with their cell free filtrates, all sarco- 
mata, all growths of hens. Strong evidence 
was thus produced in favor of a filterable vir- 
us as the cause of fowl sarcomata. In the Lan- 
cet, July, 1925, W. E. Gye, of the Medical 
Research Council, published work which led 
him to conclude that cancer is a specific dis- 
ease caused by a virus that probably lives and 
multiplies in the cell and provokes the cell to 
continued multiplication. Under experimental 
conditions, the virus alone is ineffective; a 
second specific factor is needed, a factor ob- 
tained from tumor extracts, that ruptures the 
cell defences and enables the virus to infect. 
Under natural conditions, chronic irritation of 
tissues sets up this state under which infection 
can occur. 

Gye worked with the Rous chicken sarcoma 
No. 1. The tumor-bearing animal is killed 
with chloroform, the carcass soaked in Lysol 
and pieces of the tumor excised with sterile 
technique. The tumor tissue is minced with 
sharp scissors, and the mince is then rubbed 
with sterile sand in a mortar to break up the 
cells. Saline solution is added to the mass in 
proportion of 100 c.c. to about 1 gram of tumor 
and, after mixing, the suspension is filtered 
through layers of paper pulp and sand in or- 
der to remove the sand and tissue remnants. 
The filtrate thus obtained, a faintly yellow 
transparent fluid, is refiltered through special 
candle filters, and 1 ¢.c. of the final filtrate in- 
jected into the pectoral muscle of a chicken. 
By 14 days there is a palpable tumor which 
almost always metastasizes and kills the chicken 
in 28 days. Gye then produced primary cul- 
tures of tumor cells by placing a fragment of 
tumor tissue in a tube of modified Hartman’s 
broth and produced tumors by inoculation with 
supernatant fluid from these cultures. By 
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various modifications cultures could be ob- 
tained that retained their infectivity as lony 
as 7 days, and potent subcultures up to the sth 
subculture were obtained. 

The first outstanding feature of Gye’s work 
was that the washed sediment obtained by cen- 
trifuging a primary culture failed to produce 
a tumor on inoculation, The supernatant fluid 
of this centrifuged culture is likewise innocu- 
ous, but when this innocuous fluid is added to 
the sediment, infectivity is restored. Thus two 
factors were demonstrated, one probably a 
virus thrown down by centrifuging, the other 
a chemical substance uninfluenced by centri- 
fuging. Candle filtrates were likewise shown 
to be more uniformly infective when this chemi- 
cal substance (supernatant fluid of a centri- 
fuged tumor cell broth culture) was added. 

The second outstanding feature was the pro- 
duction of sarcoma in chickens by the virus of 
mammalian tumors. Gye studied in particular 
four standard tumors of mammals, a spindle 
cell sarcoma of mouse, the Jensen rat sarcoma, 
a carcinoma of mouse and a rat carcinoma. He 
was able again to obtain a virus or at least in- 
fectivity in the filtrates and cultures and, 
further, was able to do what has hitherto been 
unsuccessful and a stumbling block to the 
virus theory, produce chicken sarcoma by in- 
oculating with rat or mouse tumor virus. 
Again, however, this was accomplished only 
by adding to the virus (tumor filtrate or cul- 
ture) the chemical factor of chicken sarcoma— 
the supernatant fluid of centrifuged chicken 
sarcoma culture. 

The reports to date include work with three 
human tumors. Cultures of the first were 
found contaminated; cultures of the second 
were inoculated into chicken but did not pro- 
duce a tumor, while the third experiment was 
successful—inoculation of a chicken with hu- 
man breast tumor culture plus the chemical 
factor produced a chicken sarcoma. 

Gye thus has shown that the Rous No. 1 
chicken sarcoma is caused by a virus capable 
of producing a tumor only in the presence of 
a chemical or specific factor; that this factor 
is found in the supernatant (and thus virus 
free) fluid of centrifuged chicken tumor cul- 
tures; that cultures of a mouse carcinoma, a 
rat carcinoma, a rat sarcoma, and a human 
breast tumor when inoculated with this factor 
into chicks will produce a chicken sarcoma. 
The common factor seems certainly to be a 
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virus. The nature of the supposed chemical 
factor is being investigated. 

Gye feels that attempts to stain and see the 
virus in his hands have failed. Certain 
“granules” which can be stained in films made 
from tumor cell cultures, he does not believe 
to be the virus. 

Before leaving this subject, it should be 
added that much evidence has accumulated in 
the past year which supports the opinion of 
those who believe that cancer is infectious. 
London and McCormack, of Toronto, and 
Scott, of Butte, Montana, working together and 
individually, are led to the belief that car- 
cinoma is a specific infectious disease due to a 
pleomorphic micro-organism which was origi- 
nally isolated by Glover and Young. They 
have studied the Rous chicken sarcoma accord- 
ing to the technique of Gye and by modifica- 
tions, and report the isolation and culture of 
a morphologically similar Gram positive pleo- 
morphic organism from the fresh tissue of 
Rous chicken sarcoma No. 1, from human car- 
cinoma, rat carcinoma, human sarcoma and rat 
sarcoma, and from the blood of the hosts of 
these malignant growths. They believe the or- 
ganism in one of its phases is filtrable and 
that the filtrable organism described by Gye 
is the filtrable phase of the same pleomorphic 
organism they isolated and cultured. 

The data for this paper has been taken al- 
most entirely from Tice’s Practice of Medi- 
eine, the International Medical Digest. the 
Journal of the American Medical Association. 
the London Lancet, and Osler’s Practice of 
Medicine. 

303 Medical Arts Building. 


DIABETES MELLITUS—DIETETIC AND 
INSULIN TREATMENT.* 
By WILBUR M. BOWMAN, MM. D., Petersburg, Va. 

It is not my purpose to go into the history 
and diagnosis of this important disease. Time 
is short and the phase of my treatise on this 
subject probably longer than the law allows. 
The relative increase in the number of diabetics 
in recent years has brought more of those pa- 
tients seeking modern treatment from physi- 
cians. I was impressed, however, to find that 
many doctors do not attempt to treat these 
cases, but refer them elsewhere to those whom 
they consider more capable and are familiar 
with the modern knowledge of an apparently 


*Read before the Dinwiddie County Medical Society, at Peters- 
burg, Va., June 17, 1926. 
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complex and intricate treatment, With simpli- 
fied methods and practical books for both phy- 
sician and patient now on the market, modern 
treatment of diabetes has come to be a source 
of “pleasure” (if you can call it such), rather 
than a tedious brain-racking puzzle. 
Hosriran Home Patien's 
Hospital patients are obviously easier to 
treat, especially in institutions employing a 
dietitian trained in the knowledge of food 
calories, weights, and measures. There is rela- 
tively little for the physician to do in such a 
“ase except an occasional computation which he 
can accomplish in 10 or 15 minutes. I am re- 
ferring here to the average case without com- 
plications, As for the home patient, the ob- 
stacles are harder to meet and the case does 
not progress as rapidly or as smoothly as the 
more fortunate ones who are able to take ad- 
vantage of the hospital. However, in a prac- 
tical but scientific way, there is no doubt but 
that each physician can handle the average 
case himself, be it at home or at the hospital. 


Basat Drier 

The first requirement in the treatment of dia- 
betes mellitus is to determine the basal meta- 
bolic diet. This is a diet containing the daily 
number of calories necessary to maintain the 
body requirements while the patient is at rest 
in bed, At times you may find that it is not 
necessary to do this on account of the short 
duration or mildness of the disease. In such 
cases all that may be required is to put the pa- 
tient on a strict diet (which Joslin calls “foods 
without sugar”) as follows: Meats, poultry, 
game, fish, clear soups, gelatine, eggs, butter, 
olive oil, coffee, tea, and cracked cocoa. If, 
however, the glycosuria continues, a calculated 
diet will be necessary, A diet based on weight 
alone, as was formerly done, is inaccurate, A 
more scientific and correct way is on the basis 
of the surface area of the body. A pamphlet 
recently sent out by Eli Lilly and Company 
contains a diabetic chart from which the daily 
caloric requirement may thus be determined. 
To do so, you must know the weight, height, 
age, and sex of the patient. From the weight 
and height you determine the surface area. 
From the surface area, age, and sex, the total 
‘alories per day or the basal maintenance diet 
is obtained, An addition of 10 per cent is made 
for energy required during digestion. For dia- 
betics not in bed but allowed a limited amount 
of walking, 30 per cent additional calories are 
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added. In more active exercise or work, 40 to 
50 per cent may be added. 


Catoric Foop 

It is perhaps needless to say that the three 
elements of food necessary to furnish heat and 
energy to the body are carbohydrates, fats, and 
proteins. The caloric equivalent of each may 
be given as follows: 
gram protein yields 4 calories: 
gram carbohydrate yields 4 calories; 

1 gram fat yields 9.3 calories, but for prac- 
tical purposes we only figure on 9, 

1 gram alcohol yields 7 calories. [ state this 
because vou will find its use in certain diabetic 
cases of great importance as a source of food. 


AVAILABLE GLUCOSE 

We know that in diabetes mellitus the lack 
of active insulin from the islands of Langer- 
hans cripples the individual in storing and 
oxidizing glucose adequately. That is, the 
available glucose present in a meal cannot be 
stored as glycogen in the liver and other parts 
of the body nor can it be oxidized to furnish 
heat and energy to the individual, The im- 
portance of a well proportioned diet is obvious 
therefore. The body must not be supplied 
with any more glucose than can be utilized. 
The available glucose means all the glucose 
derived from fats, carbohydrates, and proteins. 
One hundred per cent of the carbohydrate is 
converted into glucose as well as 58 per cent 
of the protein and 10 per cent of the fat. 


Kerro-ANTIKETOGENIC Ratio 

Available glucose is also referred to as the 
antiketogenic material. The ketone formers 
or bodies come from the proteins and fats. 
Since it has been generally accepted that the 
fats burn in the fire of the combustible glu- 
cose and that a deficiency of glucose to fats 
will lead to incomplete oxidization of the lat- 
ter, it follows that ketone bodies will be circu- 
lated through the body as B-oxybutyrie acid. 
cliacetic acid, and acetone. To prevent this, it 
is important that a certain ratio exist between 
the keto and antiketogenic substances, which 
ratio is given as 1.5, In other words, 1 gram 
of glucose is capable of oxidizing or taking 
care of 1.5 grams of fat or fatty acid. To de- 
termine the ketogenic material it is necessary 
to know that 90 per cent of the fat and 40 per 
cent of the protein go to form fatty acids: 
therefore. the formula: 


F.A.  .90F+.46P 
1.5 


Glucose C+.58P+.10F 
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This ratio will give your patient a well bal- 
anced diet and allow ample glucose to take 
care of the fatty acids, thus preventing ketosis. 


CALCULATION OF A BaLtancep Dier 
With these facts in mind, let us proceed 
further to a determination of a balanced ration, 
The basal caloric requirement, as previously 


_ stated, is dependent upon the surface area of 


the body, and may be estimated easily and 
quickly from the graph prepared by Boothby 
and Sandiford (Boston Medical and Surgica! 
Journal, September 22, 1921). The balanced 
ration or proportion of fat, protein, and carbo- 
hydrate may now be determined by either of 
two methods, namely (1) from the graph as 
prepared by Dr. R. M. Wilder, of the Mayo 
Clinic (J. A. I. A., Sept. 17, 1922); or (2) 
from Woodyatt’s formula. The protein quota 
of the diet is calculated from the weight—2/% 
to 1 gram for each kilogram of body weight 
for adults, and 1 gram or more per kilo for 
children, Thus, the remainder of the diet for 
the 24 hours must come from the carbohydrate 
and fats. However, they may be readily deter- 
mined from the Wilder graph. In using 
Woodyatt’s method, a little more computation 
is required. Let 

G=total glucose 

C=carbohydrate 

P=protein 

F=—fat 

The total calories divided by 17=G. 


2 x weight in kilograms 


3 
8G P 
— —=C 
10 2 
2C + —=F 
2 


It is well to see that the F. A. to glucose 
ratio does not exceed 1.5. The foregoing 
methods may be found in the sixth edition of 
Friedenwald and Ruhrah’s Diet in Health and 
Disease.” 


INSULIN 

When shall insulin in the uncomplicated case 
be given? Immediately upon entering the hos- 
pital, at least a urinary and blood sugar should 
be done. Twenty-four hour specimens should 
be started and examined daily, testing also for 
ketone bodies. If the patient remains sugar 
free on the basal diet for 2 or 3 days, it is 
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rradually increased by adding 5 grams of car- 
balepheabe and 10 grams of fat at intervals of 
a few days until it becomes sufficient for body 
needs. Some authorities recommend cdoub.e 
this amount. If the patient continues to ex- 
crete sugar for 4 to 6 days on the initial diet. 
or if it reappears before the desired diet is 
reached, then insulin is indicated. In the un- 
complicated case one unit of insulin will take 
care of approximately 2 2 crams of sugar. Thus, 
if the urinary sugar output is 40 grams, vive 
20 units of insulin, divided into 3 doses, 20 
to 30 minutes before each meal. The larzest 
dose is given before the morning meal, the 
smallest at noon, If this is not ‘sufficient: to 
cause a disappearance of the glycosuria within 
2 or 3 days, gradually increase it according to 
the urinary sugar output and the blood sugar 
determination, 60 to 120 mes. per 100 c.c. of 
blood is considered the normal limits of blood 
sugar, but remember that cases of long stand- 
ing may have a high sugar tolerance and there- 
fore a higher blood sugar level than normal. 
In these cases, care should be taken that the 
blood sugar is not brought down too low. After 
a disappearance of the glycosuria, gradually 
increase the diet, as stated before, ke eping the 
proteins the same as the initial calculation. 
After the case is well under contro: and before 
the maximum diet is attained, the proteins 
should be increased to 1 gram per kilo of body 
weight if consistent with the patient's needs. 
The idea is to work up to a diet sufficient to 
take care of the individual for moderate exer- 
cise or heavier work. The weight of the pa- 
tient once or twice a week will serve as a good 
index to the efficiency of the diet and progress 
of the patient. It would probably be well to 
mention here that in case of the obese or over- 
weight. the basal caloric requirement should 
he determined upon what the individual ought 
to weigh, and then a gradual weight reduction 
undertaken, 

After the patient has been on a maximum 
diet for a few days, the daily 3 injections may 
usually be decreased to two, giving the larger 
dose before the mor ning meal and “the smaller 
before the evening one, It is a mistaken idea 
that the effects of insulin are for a short while 
only, and therefore 3 or more injections are 
always necessary. Its effects will last from 4 
to 12 hours depending upon the size of the 
dose, the amount of converted carbohydrate, 
the blood sugar level, and general condition of 
the patient. If the dose of insulin is small, 


even a daily morning injection may be suffi- 
client. 

While convalescing, the patient should be 
taught the character of his disease, the princi- 
ples of his diet, a simple laboratory test for 
sugar, and how to administer insulin to him- 
self. He should be given a good practical dia- 
betic book to read also, The larger hospitals 
have a regular class for diabetics to attend and 
obtain detailed instructions, At least once a 
month the patient shouid report to the physi- 
cian for a complete check up, and sooner if 
anything goes wrong. Thus, the successful 
treatment of a diabetic will depend upon a 
proper education of the individual and_ co- 
operation on the part of both patient and phy- 
siclan. 

Some physicians begin the administration of 
insulin at the outset in order to get a more 
rapid reduction of the hypoglycemia, thus les- 
sening the stay of the patient in the hospital 
and kee ping the expenses at a minimum, This 
method may be all right in the hands of the 
expert, but it is a dangerous procedure for the 
average physician. 


ne must always be on the lookout for hvno- 
elycemia or “insulin shock,” as it is a more 
serious condition than hyperglycemia. The 
blood sugar is thus very important, and as the 
urinary sugar decreases, such determination- 
should be made more often, The early symp- 
toms of hypoglycemia may be enumerated as 
hunger, nervousness, weakness, pallor of face. 
increased pulse rate and profuse sweating. It 
these symptoms are not properly combated by 
the administration of sugar, orange juice, 
candy, or other forms of carbohydrate, the pa- 
tient may develop dyspnea, disturbed vision. 
delirium. and then go into complete uncon- 
sciousness and death. 
Home Use or 
Since a number of cases have to be treated 
at home, the physician as a rule has to rely 
chiefly on the urinary findings in the absence 
of a technician, If the patient becomes sugar 
free on the calculated diet, all is well and good, 
jut the trouble comes when glycosuria persists 
in spite of the basal diet, and insulin is re- 
quired. Since even a small amount of insulin 
can do untold damage, it is wise in these cases 
to begin with one unit and gradually increase 
to five at one dose. This should be increased 
or decreased according to the glycosuria or 
caloric need of the patient. 
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Diazeric Coma 

This is an accident and should not occur 
nowadays. It is stated that a patient who has 
been in coma 24 hours or requires 80 units of 
insulin within 12 hours is practically hopeless. 
As soon as the diagnosis is made, inject 40 
units of insulin subcutaneously, and immedi- 
ately follow with 30 to 40 grams of glucose 
by mouth, intravenously, or per rectum, Glu- 
cose equivalent in orange juice may be given 
by mouth if possible. Specimens of urine 
should be collected at one to two hour inter- 
vals, catheterized if necessary, and then ex- 
amined for sugar and acetone bodies. Follow- 
ing the initial dose of 40 units, it is safe to 
say that about 20 units will have to be given 
every 3 or 4 hours for as many doses. After 
that, 40 units should be administered daily for 
2 or 3 days—until a maintenance diet can be 
given—and then the insulin should be de- 
creased if found necessary. 

Apart from hospital practice, Joslin prefers 
to inject 10 to 20 units intravenously. If no 
improvement occurs within an hour, he injects 
several doses—up to 4.—and thereafter smaller 
doses (5 to 10 units) at two to four hour in- 
tervals for the remainder of twelve hours. 

If acetone bodies are still present after a 
disappearance of glycosuria, you should ad- 
minister glucose solution equal in grams to 
units injected. This may be given per mouth 
if possible, or by rectum, subcutaneously, or 
intravenously. Subcutaneously, 5 per cent 
solutions given, while 5 to 50 per cent are given 
intravenously. 

In conjunction with the above treatment, 
other measures are important. Rest and quiet, 
warmth, gastric lavage if vomiting is present, 
forced fluids, enemas, and stimulation with 
caffein and digitalis, The use of sodium bicar- 
bonate has been advised against by prominent 
specialists. 


Dianeres IN INFecTions AND 
GANGRENE 
I shall touch very briefly upon these condi- 
tions. In regard to infections, remember that 
the tolerance of the individual is lowered 
and that the amount of insulin required daily 
during the period of a complicating disease 
will be greater than the dose necessary at other 
times. Even with patients already receiving 
insulin the mistake is often made by lowering 
the amount of insulin instead of increasing it. 
Patients with diabetic gangrene should be 
given a higher carbohydrate diet than that 
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employed in the uncomplicated case, and the 
insulin increased to take care of this diet. As 
the lesion heals, the dose may usually be gradu- 
ally diminished. 


IN CHILDREN 

The treatment is essentially that of adults. 
but the prognosis in all cases more serious. 
They do not seem to stand diabetes as well and 
are more liable to acidosis. They require more 
protein on account of growth, 114 to 24% grams 
per kilogram of body weight. On account of 
developing acidosis more easily, less fat per 
kilo must be given, Friedenwald and Ruhrah 
state that “since diabetes in children is usually 
severe, and since tolerance does not seem to 
increase with the increase of body weight 
through growth, these patients usually require 
insulin.” 
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IMPROVED HEMORRHOIDAL TECHNIC. 
By J. B. H. WARING, M. D., Blanchester, Ohio. 

Several years ago the writer outlined in a 
general way the technic of electro-coagulation 
treatment of hemorrhoids; and was gratified 
to note the widespread interest manifested, 
both by surgeons and by general practitioners, 
in this newer method of treatment of this well- 
nigh universal affliction of modern civilization. 
With a more sedentary life, and the ultra-re- 
fined dietary which accompanies life today 
amongst the more civilized and enlightened 
people, constipation has come to plague us in 
more ways than one; and one of these ways is 
the development of hemorrhoids. From a 
treatment standpoint, it is not so important, 
perhaps, as to whether constipation causes 
hemorrhoids, or whether hemorrhoids cause 
constipation, At any rate, the two go hand 
in hand.—in adult life mostly. 

We will not concern ourselves in this brief 
paper with the medical treatment of constipa- 
tion and hemorrhoids. Either of these topics 
constitutes a large order in itself, on which we 
physicians and surgeons can well set our re- 
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spective houses in order, and bring our knowl- 
edge right up to the latest dietary and thera- 
peutic methods of handling. 

The surgeon, as a rule, only sees for treat- 
inent purposes the well-developed and bother- 
some cases of hemorrhoids; that is, the average 
person does not bother about seeking treat- 
ment for “piles” until the aforesaid piles de- 
velop to a stage where they begin to take all 
the joy out of life for the afflicted individual. 

The treatment of a well-developed case of 
hemorrhoids is strictly surgical; and, in the 
vast majority of cases, the sufferer can be com- 
pletely relieved by proper surgical treatment, 
provided the patient can steel himself to go 
through the mill, which modern surgical treat- 
ment brings in its train. In other words, 
strictly surgical treatment of hemorrhoids is 
effective: but not so painless as to demand. en- 
cores. From an economic standpoint, hos- 
pitalization for a week or ten days is also to 
be considered. 

Considering all factors, we believe that elec- 
tro-surgical treatment of hemorrhoids is the 
procedure of choice, both from the surgeon’s 
and from the patient’s standpoint. We can 
relieve our hemorrhoidal patient by electro- 
surgery just as effectively (if not more so) as 
by surgery; we reduce his pain and suffering 
to a minimum; do our work under local anes- 
thesia entirely; eliminate the expense and time 
loss of a week or two of hospitalization; and 
reduce the ordeal from major to minor surg- 
ery, practically devoid of shock, hemorrhage 
or infection. 

In our former paper, we described electro- 
coagulation of hemorrhoids, using the bi-polar 
(d’Arsonval high frequency electric current to 
coagulate our hemorrhoids, much as we would 
poach an egg. Results in a considerable series 
of cases over several years have been completely 
satisfactory, with one exception, That excep- 
tion was that here and there our post-operative 
reaction was enough to cause actual pain for 
a day or two. The average patient was com- 
pletely ambulant throughout, and had no more 
(if as much) pain and discomfort than his 
ordinary “attack of the piles” brought; but 
with neurotic or sensitive patients, once in 
a while we did have actual pain after opera- 
tion. While easily controllable with medica- 
tion, this was an objection, just as it is to sur- 
gical operation proper. Coagulation of the 


hemorrhoidal tissue is brought about by re- 
sistance of the tissues to current passage from 
one electrode to the other, brought as far as 
possible to a peak in the hemorrhoid proper. 
From the nature of the procedure, however, it 
was difficult to avoid considerable over-heat- 
ing of extra-hemorrhoidal tissue; not enough 
to coagulate and thus destroy tissue we did not 
desire to destroy; but enough at times to cause 
considerable heat-irritation and congestion in 
peri-anal tissues. This, then, has been our only 
objection to electro-coagulation proper in 
hemorrhoid work; but it was an objection: 
and one that called for considerable experi- 
ence and judgment on the part of the opera- 
tor, to eliminate as far as possible. 

The operator, who becomes perfectly satis- 
fiel with his technic, so satistied that he no 
longer strives to seek greater efficiency and per- 
fection, is not only standing still, but in a 
large way going back. The world is advanc- 
ing day by day; our honored profession is mov- 
ing ever onward, and we, as individuals, cannot 
stand still; we go forward, or we slip back. 

Having definitely located at least one ob- 
jection to electro-coagulation in hemorrhoidal 
work (the same objection holds good in tonsil- 
lar electro-surgery), we strove to eliminate 
this post-operative reaction, or else, to reduce 
it to a minimum. 

For success in this quest, we are very deeply 
indebted to William L. Clark, of Philadelphia, 
who has been treating hemorrhoids with the 
Oudin mono-polar current, the effect of which 
is a tissue electro-desiccation rather than a 
coagulation. Since shifting to this desicca- 
tion current, our operative results have been 
equally as good, and post-operative reaction 
rendered practically negligible. The reason 
for this is that our electro-desiccation is very 
superficial as compared to electro-coagulation, 
and our tissue desiccation is thus limited prac- 
tically to the hemorrhoid to be destroyed. 


While the technic in a general way is the 
same, with exception of current change, as 
previously described; there has been improve- 
ment all along the line towards rendering 
the treatment easier for the patient. 


In practically all adult patients, morphin 
or hyoscine-morphin is given by mouth about 
a half hour before operation, This obtunds 
the nerves to a considerable degree, and brings 


- 
a 
f 
- 
= 
‘ 
: 


464 


the patient to operation in a non-apprehensive 
attitude. 

We prefer the lithotomy position; other 
operators like the lateral prone position, This 
is largely a matter of choice. 

After cleansing the feld of operation, a 
drachm or two of a quinin-urea containing 
ointment is deposited within the rectum with 
a pile pipe. 

Next, the sphincters are infiltrated with a 
solution of freshly prepared novocain-quinin 
urea, using equal yolumes of a 1 per cent solu- 
tion of each, Asa rule, from one to two ounces 
of solution are used. We have modi%ed the 
technic somewhat for this infiltration anes- 
thesia. With the gloved index finger of the 
right hand introduced into the rectum and 
hooked over the sphincter as a guide, our 
svringe needle (about an inch in length) is in- 
serted in the mid-line about half inch posterior 
to the anal margin, and carried directly into 
the sphincter tissue, guided and protected by 
the finger introduced into the rectum previ- 
ously, Our aim is to infiltrate the sphincter, 
without ballooning the loose subcutaneous tis- 
sues about the anus proper. Through the one 
needle puncture, we may carry our needle point 
to the right and then to the ‘eft laterally, thus 
infiltrating the posterior half of the sphincter. 
Withdrawing our needle we make a second in- 
sertion just anterior to the anal margin, and 
infiltrate the anterior half of the sphincter in 
a similar manner, With slight manipulation 
of the hands, all of this injection is done with 
the left hand, the right index finger in the 
rectum serving as a guide throughout. Prop- 
erly done, our patient has little discomfort 
from the two needle insertions; and anesthesia 
of the parts rapidly ensues, By avoidance of 
ballooning the tissues about the anus, we avoid 
considerable post-operative edema in this re- 
gion. 

As soon as the injection is completed, we 
notice a marked relaxation of the sphincters, 
and hemorrhoids which before were almost 
entirely internal and hidden from sight, come 
down into view and are accessible. This pro- 
cess may be facilitated by application of a suc- 
tion cup over the anus for a pull or two or 
gentle digital dilatation; this as a rule com- 
pletely everts our hemorrhoids easily and 
quickly, allows us to see just how extensive the 
process is, and thus quickly decide on our 
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operative course. We have not divulsed or 
injured the sphincters in any way; yet our 
hemorrhoids are fully exposed for operative at- 
tack. 

Having decided on our first point of attack, 
the given hemorrhoid mass is picked up with 
suitable blunt-toothed forceps, and gentle trac- 
tion made thereon until the mass is fully ex- 
posed; then we apply across its base, a hemor- 
rhoid clamp or other similar forceps, This 
has a triple function. It serves as a conveni- 
ent handie for manipulation of the given 
hemorrhoid mass; and it also acts as a guide 
to mark off the amount of hemorrhoid tissue 
we desire to separate. More important still. 
however, as pointed out by Tousey in a recent 
article, the metal clamp held in the ungloved 
hand of the operator, serves to shunt the cur- 
rent from the active needle electrode through 
the pile-mass to be desiccated, through the 
operator’s hand, arm and body, thus limiting 
sharply the amount of heat generated in the 
rectal tissue on the distal side of the pile clamp. 
With electro-coagulation, using the bipolar 
current, most of the patient’s post-operative 
discomfort was due to heating up of the tis- 
sues about the rectum through resistance to 
current passage——not sufficient heating-up to 
destroy the tissue, but sufficient to give a con- 
siderable sense of heat and discomfort at times 
after operation, By using a pile clamp or 
other forceps of fairly good size, the current 
heat is so dissipated that the operator’s hand 
does not receive an undue amount of heat 
either. Attention to this point serves to largely 
obviate post-operative discomfort. 

We cannot measure the Oudin current as 
we do the d’Arsonval bipolar with a meter; 
consequently, in operating, the surgeon has to 
learn by experience the length of spark to use 
in his work. 

The pile-mass held in forceps is quickly 
electro-desiccated across its base, in practically 
the same manner that the electro-coagulation 
needle is applied. As each pile-mass picked 
up is electro-desiccated across its base, it is 
released: and a fresh pile-mass taken up, until 
the field is covered. 

At conclusion of operation, the anus is well 
greased with a soothing ointment, a dressing 
applied to prevent soilage of the clothing: and 
our patient is ready to go about his own affairs. 
The writer is at work on a special forceps, 
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which simplifies the procedure considerably ; 
but this is not completed at this time. 
As our novocain anesthesia wears of some- 


what, the patient will notice a warm “sun- | 


burn” like sensation about the anus ior per- 
haps a half hour or so, This gradually passes 
off; and our quinin and urea portion of the 
solution maintains a partial anesthesia of the 
tissues for several days longer, by which time 
discomfort has practically abated entirely. We 
have derived much comfort for our patients 
through post-operative usage of one of the 
newer non-narcotic sedatives; allonal, or a 
mixture of barbital, grains 1, and antipyrin, 
grains 2, to the tablet. Our patient is given 
two of these tablets on leaving the operative 
table: and instructed to use two every three 
hours if necessary. As a rule, a dose for morn- 
ing and night for several days insures com- 
plete comfort for the patient, even if of quite 
a neurotic type. Bowels should move easily 
once or twice a day. Patient is given a tube 
of the quinin-urea ointment with pile pipe and 
instructed to insert a small quantity into the 
rectum night and morning. In addition, we 
place the patient on full dosage of phenol- 
phthalein-petrolavar, the dosage being gradu- 
ally cut down as the bowels move easier. Where 
necessary, the bowels are emptied at least once 
a day, with usage of glycerin suppositories. 
Patients with very large hemorrhoid masses 
sometimes have some little edema and discom- 
fort of the parts for a day or two, but, as a 
rule, this is of little moment, and quickly dis- 
appears with repeated hot Sitz baths. 

Patients are instructed to use their own 
pleasure about ambulation. Aged, infirm or 
neurotic patients do better if kept quiet a day 
or so at home; but not necessarily confined to 
bed. Patients in ordinarily vigorous health 
usually go about their own affairs right along, 
with merely minor complaint of moderate dis- 
comfort for a day or so after operation. 

The operation has been so uniformly satis- 
factory, both from the standpoint of patient 
and operator alike, that it is felt the day of 
surgical excision of hemorrhoids should be a 
thing of the past. Hemorrhoida! electro-desic- 
cation is applicable to practically 100 per cent 
of hemorrhoids; and with proper technic we 
can almost guarantee our patients’ elimination 
of their hemorrhoids in every case. Thus far, 
the writer has seen no sign of recurrence of 
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any nature; and our patients have been most 
enthusiastic over results. 

Some operators prefer to treat internal 
hemorrhoids through a speculum, and some 
merely desiccate one pile-mass at a time. It 
seems to the writer that this but adds un- 
necessary complication to a simple technic: 
and it certainly would seem better to give our 
patient at most a moderate discomfort for a 
day or two and be through with his hemor- 
rhoids at one sitting, than to prolong the 
treatment and discomfort over weeks. 

Patients will gladly submit to hemorrhoidal 
desiccation, where they cannot be induced to 
consider surgical intervention; and our most 
enthusiastic boosters are patients who have 
been treated by this method, Hemorrhoids 
have become an almost universal complaint 
with our advancing civilization, sedentary life 
and ultra-refined dietary; and, where a treat- 
ment as simple and effective as this is at hand. 
every physician would do well to see for him- 
self the opportunity for affording widespread 
relief in his community. As with surgical 
work of any type, the physician should be well 
acquainted with the surgical anatomy of the 
parts, and should see the work done by some 
physician or physicians experienced in the 
operation before essaying electro-surgery by 
himself, 

In operating on these patients, it goes, of 
course, without saying that we should keep 
them under close observation for a considerable 
time after operation, during which period we 
should strive earnestly to educate them up to a 
proper dietary, along with hy-ienic living. 
These matters attended to, we can assure our 
hemorrhoid-desiccated patients that these afilic- 
tions will be a thing of the past. 


THE MODERN MEDICAL CLINIC. 


By STUART McGUIRE, M. D., Richmond, Va. 
McGuire Clinic. 


In America prior to the Civil War a single 
individual was capable of mastering the exist- 
ing knowledge of medicine and of doing jus- 
tice to all the needs of his patients, He was in 
truth as well as in name the family doctor. 
He attended every member of the household 
and his opinions on matters pertaining to his 
profession were regarded as final authority. 

In time, however, with the advances made 
in all sciences, one man was no longer able to 
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keep posted on the progress in medical knowl- 
edge, and so certain men began to devote their 
time and energy to the study of special dis- 
eases. These specialists, as they were called, 
by concentration of study and limitation of 
practice to certain definite organs or diseases, 
were enabled in a few years to acquire greater 
diagnostic skill and more successful methods 
of treatment in their special line of work than 
other men of equal ability would obtain in a 
lifetime of general practice. 

At first it was only natural that the old 
family physician was suspicious of this new 
product of evolution and was loath to seek help 
from younger men, but eventually he yielded 
to the logical necessity of changed conditions 
and, when occasion required, made it a practice 
either to call the specialists in consultation or 
to refer cases to them, Probably the first clear- 
ly recognized specialist was the eye, ear and 
throat man, but he was shortly followed by the 
gynecologist, orthopedist, urologist, neurolo- 
gist, dermatologist, pathologist, roentgenolo- 
gist and a host of others. 


The subdivision of medical knowledge often 
made it necessary for a patient with an obscure 
or complicated disease to consult a number of 
different authorities, When the examinations 
by these specialists were completed, the results 
were compiled either by written reports or by 
a personal conference, and a diagnosis made 
and a line of treatment outlined, The contact 
thus established between the various specialists 
in a community led to personal friendships or 
professional confidences, and it was only natu- 
ral that in time the so-called Group System 
came into being. By this is meant that a num- 
ber of specialists, either with or without a 
definite agreement, made it a practice to refer 
cases to each other unless there was a strong 
preference on the part of the patient for other 
practitioners, Often these specialists worked 
in different parts of the city; again, some or 
most of,them may have had offices in the same 
building. Each charged the patient who was 
able to pay a separate fee for his individual 
services. The quality of the professional work 
done by these groups was usually of high or- 
der, but the objections to the system on the 
part of the patients were the fatigue and loss 
of time incident to going from one office to an- 
other, and the aggravation of getting a num- 
ber of separate bills and never being exactly 
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certain whether or not the total cost had been 
finally settled. 

Having traced the evolution of medical prac- 
tice through the stages of the family doctor, 
the specialist, the consultant and the Group 
System, we finally come to the Medical Clinic. 
By this is meant that a staff of physicians, sur- 
geons and specialists unite as a firm or cor- 
poration and occupy a building especially de- 
signed and equipped for the purpose to which 
it is devoted, where patients can be convenient- 
ly, expeditiously and efficiently examined anc 
treated and charged a combined bill through a 
central office for the entire service rendered. 

As yet no standard method of organizing a 
Clinic has been worked out and the various 
plans employed have been based on local con- 
ditions. Little has been written on the sub- 
ject; hence I have determined to describe the 
organization and operation of the Clinic with 
which I have been connected for the past two 
years, and to state as impartially as I can the 
advantages and disadvantages a Clinic offers 
to patients and to members of its professional 
staff. I know in discussing the subject I run a 
risk of criticism, but the many questions I have 
been asked with reference to details have con- 
vinced me that the subject is one of vital in- 
terest to many medical men at this time. What 
I write is prompted by a sincere desire to give 
facts that will help certain groups to organize 
Clinics which will be successful and that will 
keep other groups from organizing Clinics 
which are predestined to failure. 

The personnel of the staff of the Clinic of 
which I am a member was composed chiefly 
of men who had worked together for years as 
associates in private practice, as teachers in a 
medical college and as officers in a Base Hos- 
pital in France. Each knew the other well 
and there was between all the bond of esteem, 
confidence and friendship which made for 
harmony and co-operation. 

The physical plant of the Clinic consisted of 
a long established and well organized hospital 
and a large nurses’ home which immediately 
joined it. The nurses were transferred to other 
buildings and the old nurses’ home was re- 
modeled and equipped to suit the new purpose 
for which it was designed. 

The legal procedure which was followed to 
give the Clinic corporate existence was the 
creation of a joint stock company to hold the 
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property and a partnership consisting of five 
imembers to carry on the business, A contract 
was entered into between the two by which the 
hospital corporation leased the property to the 
partners for a long term of years at a rental 
which was equivalent to six per cent on the ap- 
praised value of the buildings and equipment. 
Thus the hospital corporation was guaranteed 
a dividend on its stock and the partners were 
guaranteed undisputed possession of the prop- 
erty for the use of the Clinic as long as it com- 
plied with the terms of the contract, The five 
partners constitute the Executive Committee 
of the Staff and fix the salaries of its mem- 
bers. Any profit from the year’s work after 
all expenses have been paid is called surplus 
and is divided between the members of the 
Staff and a reserve fund in accordance with 
the terms agreed upon annually. 


The immediate proximity of the Clinic 
Building to the hospital has proved of extreme 
importance in the saving of time, labor and 
money, Each floor of the Clinic Building com- 
municates directly with the corresponding floor 
of the hospital, thus giving members of the 
staff easy access to patients in the hospital and 
enabling patients to be brought from the hos- 
pital to the Clinic for examination, treatment 
or consultation with members of the staff. By 
reason of this arrangement, one administrative 
department, one X-ray department and one 
pathological department cares for the work of 
both Clinic and Hospital. 

When a patient enters the Clinic, he is di- 
rected to the registration desk, which is in 
charge of a tactful and experienced nurse. If 
he asks to see some special member of the staff, 
he is given a card to that particular man and 
sent to the waiting room on the proper floor. 
If he does not ask for any special person he is 
referred to the department to which the nurse 
thinks it most appropriate to send him. It has 
been found good policy always to send the pa- 
tient to the doctor of his choice, no matter how 
obviously wrong is his selection. If he goes to 
the surgeon when he should go to the internist, 
a few words of sympathetic explanation will 
effect a proper transfer without misunder- 
standing. 

When one of the staff is consulted by a new 
patient, he questions him as to the nature of 
his symptoms and then either takes charge of 
him personally or transfers him for reasons, 
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which he explains, to some other member of 
the staff. If he personally takes charge of the 
patient, he can examine and treat him indi- 
vidually; or if it seems advisable he can refer 
the case to other members of the staff for spec- 
ial examinations. Written reports of these 
examinations are sent from the various depart- 
ments to the member of the staff in charge of 
the patient, and he consolidates them with the 
other clinical records of the case. In obscure 
or important cases, personal conferences are 
held between the members of the staff, who 
have examined the patient, and the points at 
issue freely discussed, The member of the 
staff, who originally took charge of the pa- 
tient, or “opened the case,” always has the final 
talk with him or “closes the case.” Members 
of the staff are encouraged to handle cases in- 
dividually when they can do so satisfactorily, 
but they are made to feel that every faci.ity 
afforded by the Clinic is at their disposal when 
needed by the patient. In other words, in 
simple cases unnecessary examinations are dis- 
countenanced, but in doubtful cases neither 
time nor trouble nor expense are spared to 
reach a correct diagnosis. 


The system of making charges for di» nos- 
tic examinations in the Clinic is as follows: 
As soon as the patient is recorded at the regis- 
tration desk, a card is made out on which are 
to be entered charges for the examinations 
made in the various departments, based on a 
schedule of fees adopted by the Clinic, After 
the case has been closed, the member of the 
staff responsible for the patient makes a charge 
on the card to cover all the work that has been 
done. The member of the staff may indicate 
that no fee be charged or that the fee be larger 
or smaller than the aggregate of its items be- 
cause of reasons which seem good to him. 
There is a maximum fee for diagnostic exami- 
nations in different types of cases. This limit 
was adopted in order to permit unlimited study 
of obscure or interesting cases without prohi- 
bitive cost to the patient. 


Except for charity and courtesy cases, the 
charges for diagnostic study of patients in the 
Clinic are fairly uniform, The charge for 
medical and surgical treatment in the hospital. 
however, varies and depends on the ability of 
the patient to pay, the benefit the patient has 
received and the time, worry and responsibility 
the case has entailed. When the patient is dis- 
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charged from the hospital, the medical or sur- 
gical attendant, who is in charge, fixes a pro- 
visional fee to cover the professional services 
rendered by him and the other members of the 
staff. This charge then goes to the Director of 
the Clinic, who must approve or alter it before 
it is entered on the books in the business office. 

In the system of bookkeeping adopted in the 
Clinic all the professional fees of every mem- 
ber of the Staff are entered on a common led- 
ger and no effort is made to show the drawing 
power of any individual, It is recognized that 
some departments will be profitable while 
others will be run at a loss, and that some in- 
dividuals will be money-makers while others 
will not. The work of each department and 
of each individual is regarded as essential, and 
no effort is permitted to increase the prestige 
of one department or individual at the expense 
of another, It is a case of all for one and one 
for all; and each man gives his entire time and 
energy to advance the interest of the Clinic as 
a whole. 

So much for the details of the organization 
and operation of the particular Clinic with 
which I am connected, I will now discuss the 
policies and principles which apply to Clinics 
in general. 

The attitude of a Clinic to the outside pro- 
fession is a matter of importance. The mem- 
bers of the staff should not do general family 
practice, but confine their work to the Clinic 
and its hospital, They should not attend pa- 
tients in their homes except in cases of emerg- 
ency or in exceptional instances where from 
personal or previous professional relationship 
it is obligatory to do so. 

Patients who come to a Clinic are usually 
referred by their family doctors, but some come 
of their own volition. In either instance great 
care should be taken to send cases back to their 
previous attendants with a full report of the 
results of the examinations made or the treat- 
ment that has been carried out. Every effort 
should be made to overcome the distrust with 
which almost all innovations are at first 
viewed, and to convince the members of the 
general profession that a Clinic is not a cut- 
rate competitor but a friendly and co-operative 
institution to which they can refer cases with 
the assurance that their interests will be pro- 
tected. 

The advantages of a Clinic to a patient are 
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as follows: He is under the direct charge of 
a member of the staff who is personally re- 
sponsible for the management of his case. He 
has immediately available the opinion and ad- 
vice of various specialists. He has the benefit 
of laboratories equipped with instruments of 
modern diagnostic precision. He is carefully 
and systematically examined and abnormal! 
conditions, of which he was ignorant, are often 
discovered in time for their arrest or cure. He 
is charged a single fee for the diagnostic study 
of his case which does not exceed a_ fixed 
amount. 


The objections of the system to a patient are 
that to a degree he loses his individuality and 
becomes more a case and less a person. He has 
the privilege of selecting the member of the 
staff who has charge of his case and should al- 
ways be allowed to consult an outside specialist 
if he desires to do so, but as a rule he trusts to 
the reputation of the Clinic for the expert 
knowledge of those to whom he is referred. 
All Clinies have specialists but all specialist- 
are not experts. 

There are certain routine methods of exami- 
nation necessary in a Clinic which work the 
greatest good to the greatest number, but in 
some cases these examinations yield only nega- 
tive results, and the only benefit to the pa- 
tient is the satisfaction of knowing he has been 
thoroughly studied and that he has no organic 
(lisease. Again, a patient may learn from a 
complete examination that he has some unim- 
portant physical disability of which he was 
previously ignorant, and once possessed of this 
knowledge he may be obsessed with a desire to 
have it corrected and insist on submitting him- 
self to unnecessary and even injurious treat- 
ment. 

The advantages a Clinic offers to a member 
of its staff may be summarized as follows: He 
is free from professional expenses and has a 
guaranteed salary with a probability of a bonus 
at the end of a year. If the Clinic prospers he 
will prosper with it. He is relieved of busi- 
ness worries that go with private practice and 
can devote his time and thoughts to profes- 
sional work. His office is heated, lighted and 
kept in order. His telephone calls are prompt- 
ly answered. His patients are courteousiy re- 
ceived and given appointments. He has nurse= 
to assist him in his examinations. He has 
stenographers to record his case histories and 
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answer his correspondence. He has no ledger 
to keep, no bills to make out and no collections 
to supervise, All this is done for him through 
the Director of the Clinic. He is able to count 
on an adequate vacation at a definite time, on 
an opportunity to attend medical meetings and 
on hospital care in case of personal illness, with 
the knowledge in each case that his salary will 
continue and that his work will be cared .or by 
the other members of the staff during his ab- 
sence. 

He works in an agreeable atmosphere, comes 
into frequent contact with congenial associates, 
and is stimulated mentally by the interesting 
professional problems that are discussed daily 
at small conferences and more formally at the 
regular meetings of the staff, The greatest joy, 
however, comes from the satisfaction of fee.ing 
that he has the opportunity and facilities for 
doing high class work, and that in doubtful 
cases he can share responsibility by calling in 
consultation other members of the staff in 
whom he has trust and confidence. 

From the foregoing it is apparent that the 
modern Medical Clinic offers members of the 
staff professional advantages that are incom- 
parably superior to those he can secure in any 
other form of practice. What are the disad- 
vantages? They are financial and personal. 
No mature professional man who has achieved 
marked financial success can become a member 
of the Clinic with the expectation that the 
salary he will receive will be as large as the 
money he previously earned in private prac- 
tice, and no young man beginning the practice 
of medicine can enter a Clinic with the hope 
that he will ever earn as much money as he 
would if he ultimately attained conspicuous 
success in private practice. 

The answer to the objection as it applies to 
the older man is that, if he continues his work 
as an individual, when he dies his work dies 
with him, whereas, if he becomes a member of 
a Clinic. when he dies his work will be carried 
on by the organization. 

The answer to the objection as it applies to 
the younger man is that the salary paid by the 
Clinic offers the certainty of a comfortable 
living, that the work in the Clinic gives him 
a training and experience which will lead to 
the development of his professional ability, and 
that if later in life he is dissatisfied wtih the 
position in which he finds himself, he can re- 


sign from the staff when an advantageous op- 
portunity offers. 

The personal objections are a little more difti- 
cult to state and answer. A man when he be- 
comes a member of the Staff of a Clinic loses 
in some degree his independence and in all of 
his actions he will have to consider how what 
he does will affect the interest of the Clinic. 

Again, becoming a member of a Clinic, while 
it tends to closer personal friendships within 
the organization, sometimes leads to a narrow- 
ing of the circle of acquaintances, or even pos- 
sibly the alienation of former friends. It is 
very important for a Clinic to minimize this 
danger by the adoption of a proper policy and 
the maintenance of a generous attitude to the 
general medical profession. If this is not done 
the members of the staff may suffer from pro- 
fessional isolation and even professional ostra- 
cism. 

In conclusion, T wish to say that a medical 
Clinic is no royal road to success, At the be- 
ginning the sum total of the patronage will be 
less than the sum total of the patronage of the 
individuals who consitute its staff. The es- 
tablishment of a Clinic will not create patron- 
age, but will merely give the members of its 
staff facilities to do work more conveniently, 
expeditiously and efficiently. If the patronage 
grows, it will be for the same reason that the 
individual succeeds, namely, a recognition by 
the public and profession of satisfactory serv- 
ice rendered. 

Again, the establishment of a Clinie in con- 
nection with a hospital which is not making 
expenses either because of lack of patronage or 
poor business management, will not help the 
hospital and it will impose a fatal handicap on 
the Clinic. For a medical Clinic to be a success 
there must be adequate patronage, proper phy- 
sical facilities, sufficient financial capital, and 
a well-balanced staff of competent men who will 
work harmoniously together. 

While a medical Clinic is a business enter- 
prise, and its primary purpose is the care of 
the individual patient, still it would be a poor 
group of professional men who would not 
strive to develop the possibilities it affords for 
philanthropic, educational and scientific work. 
Means should be provided for the examination 
and treatment of indigent patients in both 
Clinic and hospital. Courses should be estab- 
lished for the instruction of nurses, dietitians, 
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technicians and medical graduates. Advan- 
tage should be taken of the opportunity af- 
forded by the combination of clinical material 
and laboratory facilities to carry on research 
work, 

To achieve its highest success, a medical 
Clinic should not only have a body and a brain, 
but a conscience and a soul as well. 


HISTORICAL NOTES ON SYPHILIS 


By T. LATANE DRISCOLL, Ph. B., M. D., Richmond, Va. 
Associate in Syphilology, Medical College of Virginia. 


For many years a fierce battle of literary 
research has raged as to the geographic origin 
of syphilis. This research represents some of 
the literary masterpieces of medical literature, 
the forensic battle, pro and con, giving the 
honest seekers of fact no consolation or final 
idea upon which to base an opinion. 

The following facts are cited with no inten- 
tion of finally disposing of the subject, but 
that the student may have some conception ef 
the history and be allowed to draw his own 
conclusion. 

The term syphilis first appeared as descrip- 
tive of the disease, as known today, in 1530, 
in a poem by Heironymus Fracastorius, pub- 
lished in that year at Verona, “Syphilidis sive 
de Morbo Gallico libri tres.” The legendary 
history is that Syphilus, a shepherd, was 
guarding thousands of white sheep on the 
Island of Ophyre under the burning heat of 
the sun, when the prairies were dry and the 
forest offered no shade to the shepherd, nor 
did any breeze offer relief, Pitying the herd 
and angry on account of the heat, he looked 
to the sun and spoke blasphemous words. The 
sun sent punishment to Syphilus; his body be- 
came covered with sores, he passed sleepless 
nights and had spasms in his limbs, and from 
him the disease took its name. The people 
called it “Syphilis.” 

The etiology of the word syphilis is a mat- 
ter of controversy, but Talmon believes as fol- 
lows: “It is stated by some that it is derived 
from sus, a hog, and phileo, I love, referring 
to un-natural intercourse between the herds- 
man and a sow.” Others maintain syphilis is 
a contraction of stpalos, which means to re- 
proach. G. D. Delprat states that the word 
might have been derived from Siphilas, the 
name of the staff officers of Constantianus, as 
given in Procopius’ book on the Gothic Wars. 

Procopius wrote in the time of Justinian, 
about 534 A. D., and about the time of Fracas- 
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toro his writings had all but disappeared. 
While at the University of Padua, Fracas- 
toro, among others, was associated with An- 
drea Navagaro, who edited the works of Ovid. 
Horace, Virgil, Lucretius, for the Aldine Press. 
This probably accounts for the evident use by 
Fracastoro in his great poem, Syphilus, these 
poems of antiquity. “There can be but little 
doubt that the myth of Ilceus of the poem of 
Syphilus is an imitation of that Aristaeus, in 
the fourth book of Virgil’s Georgics. Alci- 
thores is with scarcely a doubt the nymph, 
Alcithoe of Ovid’s verse, who, for her impiety 
in denying that Jupiter was the father of 
Bacchus, was changed into a bat, while Ilceus 
can scarcely be other than Virgil’s and Ovid's 
Hyleus. The close resemblance in names and 
myths must be accepted; therefore, the name 
Syphilis must be found in similar surround- 
ings; it must be found among ancient writ- 
ings, with an appropriate myth as a_back- 
ground.” 

Niobe, the daughter of Tantulus and wife 
of the King of Thebes, in her wealth and 
station, boasted of both, and also of her seven 
sons and daughters. She considered herself 
better than Leto, who had been driven from 
land to land until on the Island of Delos she 
had given birth to two children, Apollo and 
Artemis. These two children took vengeance 
upon Niobe for this and slew her fourteen 
children, while Zeus caused her to be trans- 
ported to the Mountain Sipylus on the coast 
of Lydia near Symrna and metamorphose 
into stone. There she wept forever over her 
misfortunes. Sipylus was also the name of 
one of her sons. 

“The identity is even more marked when it 
is known that in some works of Ovid, Sipylus, 
for both the mountain and Niobe’s son is writ- 
ten ‘Syphilus.’ ” 

It might be argued that this is a mere coin- 
cidence, but when the practical identity of this 
myth with that of Fracastorius, in his immor- 
tal poem, is borne in mind, it seems as though 
there should be no confusion of the etiology 
of the word. Like Niobe, Fracastoro’s shep- 
herd compares the wealth of here with the 
poverty of Heaven, and was therefore punished 
by the Sun god. “Hence it is but natural to 
expect that the shepherd should receive a name 
reminiscent of Niobe, his prototype, of whose 
story his own was but an obvious imitation.” 
May it not be that Fracastoro felt that the 
malady in the first book of the Iliad which de- 
stroyed hundreds at each clang of Apollo's 
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silver bow was but an earlier appearance of 
the curse which he gave the name of Syphilis? 
This disease, however, had other names ap- 
pended in keeping with anger and scientific 
glory. Thus, the Italian rendered furious by 
the invasion of Charles VIII translated gros 
mal as mal franzoso, as an expression of their 
anger. In Germany the disease became known 
as Franzosenkramkheit. The term “French 
pox” comes down to our day from the above 
expression. The name mal francais constitutes 
a title of glory for medical science in a sec- 


‘tion of France in recognizing a new disease. 


Syphilis, unlike most diseases with a more 
or less clear cut description awaiting only the 
scientific frills, suddenly made its appearance 
on the stage of medicine as a new drama un- 
folded over night with its final tragedy writ- 
ten upon posterity, awaiting benefactors like 
Ehrlich, Schaudinn and others. 


The very fact of its sudden appearance in 
Southern Europe in 1493 seems evidence for 
the adherents to the theory that Columbus’ 
sailors imported the plague from the Western 
hemisphere, Yet we cannot lose sight of the 
fact that very excellent authorities reported 
this condition hundreds of years before the 
plague of 1493. Indeed, it is far fetched to 
assume that the disease should have had its 
origin among people who lived under ideal 
health conditions (as did the American In- 
dians) and could have spontaneously given 
rise to a disease as malignant, without contact 
with some source of infection, There seems 
to be a very great tendency among ethnologists 
to associate the primitive of the Western 
hemisphere with the Asiatics, especially in 
Japan, Connected with this fact is the well- 
nigh incontrovertible research of Bloch; and 
Groenveldt states that the Chinese travelers 
about 1,600 years B. C. speak of poisonous girls 
seen in Java. Other translations tend to show 
that it was also known in China in the Chu 
dynasty in the year 1122 B. C. until 314 B. C. 
It spread from China into Japan, and from 
Japan it spread to America, either by migra- 
tion or the traveling of junks on the ocean, 
more probably by migration from Behring 
Strait, and thence from the great Salt Lake 
region into Mexico and South America. 


Gardy’s book, “Medicine Among the Chi- 
nese,” published in 1863, quotes some authori- 
ties of China’s medical works 17 centuries be- 
fore the Christian era. Descriptions of genital 
lesions were found in both man and woman. 


Egyptian archeopathologic findings, as demon- 
strated by Fouquet and others, suggest this dis- 
ease in Egypt. Lortet and Caillard report les- 
ions of undoubted syphilitic origin in skulls of 
Kgyptian mummies, Celsius describes graphi- 
cally, not only chancres, but secondary syphiii- 
tic lesions, including profound pains in the 
bones, of the ancient Romans. It seems from the 
above evidence that there was no spontaneous 
development in the American Indians, but, on 
the contrary, relative immunity had devetoped 
among these people, producing an attenuated 
form of this disease, so that they themselves 
were fairly free of evident symptoms, althouzh 
they were highly infectious to those with whom 
they came in contact, lacking this type of 
auto-inoculation, As recorded by Pusey, 
Oviedo, who was in America within a few 
years after the discovery, reported in his works, 
that the “disease was contracted from Indian 
women by the Spaniards, and was brought by 
them to Spain, being thus transmitted to the 
Army of Charles VIII, and that syphilis should 
be called the West Indies disease rather than 
the French or Neapolitan disease.” He also 
mentioned that “one of his brothers, Pinjou, 
contracted the disease, and that it is common 
among the Indians, but in its regions is not 
so dangerous as it is with us.” At the sup- 
posed seige of the city of Naples by Charles 
VIII, of France, which was indeed not a seige, 
his army was welcomed, and immediately there 
occurred a debauch that has had few parallels 
in history: and with an army of known mer- 
cenaries the disease quickly spread over 
Europe. and thence to the four corners of the 
earth. It is today recognized as perhaps one 
of the most wide spread of maladies. the dis- 
ease standing at this time at the head of all 
killing maladies. 

Medical Arts Building. 


Correspondence 


Mask Sterilization Neglected. 
Norfolk, Va.. 
September 25, 1926. 
To tHe Epiror: 
With the advent of the mask, now in such 
general use with mechanical devices for the 
administration of anesthetics, we are menaced 
with the danger to the welfare of every pa- 
tient anesthetized unless the mask is sterilized. 
The mask seldom, if ever, is sterilized by the 
hospitals, physicians or dentists who use it. 
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The profession seems to have forgotten the 
danger in exposing the air passages to com- 
municable diseases, “We strain at the gnat 
and swallow the camel,’—cautious in the ex- 
treme to prevent wound infection, but entirely 
oblivious to the more serious dangers to which 
the patient is exposed while an unsterile mask 
is in use. Many of our patients go in for 
some minor operation (adenoids and _ tonsils, 
circumcision, etc.), and are exposed to tuber- 
culosis, pneumonia, and myriads of other 
communicable diseases from which those suf- 
fer who have preceded them in anesthesia. 
Can you conceive of a more insanitary device, 
after being breathed into, spit and slobbered 
upon, and showered with emesis ¢ 

Prevention should be our “watch word” and 
the operating room, of all places, should re- 
ceive our attention. The mask is easily steri- 
lized, and as many should be sterilized at a 
time as are needed for the surgical service of 
the day. 

Every patient anesthetized should be pro- 
vided with a clean, sterile mask. 


H. W. M. D. 
405 Medical Arts Building. 


Proceedings of Societies 


The Southwestern Virginia Medical Society 

Held its regular semi-annual meeting in 
Blacksburg, September 9 and 10, the president. 
Dr. J. M. Miller, of Wytheville, presiding. 
There was an attendance of between seventy- 
five and one hundred and the meeting was al- 
together one of the best in the history of the 
Society. There were a number of voluntary 
papers, in addition to a symposium on “Dis- 
eases of the Gall-Bladder.” Dr. Wm. H. Hig- 
gins, Richmond, invited guest, read a paper 
on “Some Circulatory Disturbances in the 
Post-Operative Patient.” 

At the business session, the following officers 
were elected for the coming year: President. 
Dr. Z V. Sherrill, Marion; Vice-President, 
Dr. J. D. Willis, Roanoke; Secretary-Treas- 
urer, Dr. E. G. Gill, Roanoke, re-elected. 

The following were appointed to represent 
this Society in the House of Delegates of the 
State Society at its Norfolk meeting: Dele- 
gates, Dr. A. M. Showalter, Christiansburg, 
and Drs. J. T. Graham and J. M. Miller. 
Wytheville; alternates, Dr. W. W. Insley. 
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Christiansburg, and Drs. C. F. Graham and 
W. H. Ribble, Wytheville. Time and place 
of next meeting will be announced later. 


The Nansemond County Medical Society, 


At its last meeting, endorsed the plan of 
the American Medical Association for relief 
work in calamities, and the president of the 
Society, Dr. F. J. Morrison, of Suffolk, was 
designated as the official to take necessary ac- 
tion in such events., 

Dr. F. J. Morrison, Suffolk, has been ap- 
pointed delegate, and Dr. J. Lewis Rawls. 
also of Suffolk, alternate, from this Society 
to the House of Delegates at the Norfolk 
meeting of the Medical Society of Virginia. 

The secretary, Dr. C. F. Moriarty, reports 
that the monthly meetings are well attended. 


The Southampton County Medical Society 


Held its annual meeting at Franklin, Va., 
September 9th, at which time the following 
officers were elected for the ensuing year: 
President. Dr. B. A. Pope, Newsoms; Vice- 
President, Dr, J. A. Grizzard, Drewryville: 
secretary, Dr. W. T. McLemore, Courtland. 

Dr. J. A. Grizzard was appointed delegate, 
and Dr. B. A. Pope alternate. to represent 
Southampton County Medical Society in the 
House of Delegates at the Norfolk meeting 
of the State Society. 


The Alexandria Medical Society, 


At a meeting on September 14th, appointed 
Dr. H. A. Latane delegate and Dr. Llewellyn 
Powell alternate to attend the Medical So- 
ciety of Virginia at its meeting in Norfolk 
in October. Two new members have been re- 
ceived in the Society during this year. Dr. 
G. T. Klipstein, Alexandria, is president, and 
Dr. H. A. Latane, Alexandria, secretary- 
treasurer of the Society. 


The Charlotte County Medical Society, 


At a meeting on September 15th, elected 
Dr. Wm. R. Martin, Charlotte C. H., presi- 
dent, Dr. Ray A. Moore, Phenix, vice-presi- 
dent, and Dr. J. B. Bailey, Keysville, secre- 
tary-treasurer. Dr. C. W. Tucker, Drakes 
Branch, was appointed delegate to the State 
Society meeting in Norfolk, with Dr. J. B. 
Bailey as alternate. 
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The Truth About Medicine 


THE TRUTH ABOUT MEDICINE 


In addition to the articles enumerated in our let- 
ter of July 29th, the following have been accepted: 
The Gilliland Laboratories, Inc. 
Antistreptococcic Serum 20 e.c. 
Lederle Antitoxin Laboratories 
Poison Oak Extract—Lederle (In Almond Oil) 
Poison Oak Extract—Lederle (In Almond 
Oil) 1 ce. 
Lehn & Fink, Inc. 
Pituitary Substance—L. & F. Desiccated. 
Tablets Pituitary Substance—L. & F. Desic- 
cated, % grain 
Anterior Pituitary—L. & F. Desiccated. 
Tablets Anterior Pituitary—L. & F. Desiccated, 
1 grain 
Posterior Pituitary—L. & F. Desiccated 
Tablets Posterior Pituitary—L. & F. Desic- 
cated, 1/10 grain 
Eli Lilly & Company 
Diphtheria Antitoxin, Purified, Concentrated— 
Lilly 
H. K. Mulford Company 
Ivyol 
Hypo Units Ivyol 0.7 c.c. 
E. R. Squibb & Sons 
Erysipelas Streptococcus Antitoxin Concentrated 
—Squibb 15 c.c. 


NEW AND NON-OFFICIAL REMEDIES 

Ivyol.—A solution in olive oil of an irritant or 
vesicant oil extracted from the fresh leaves of poison 
ivy. Ivyol is used to relieve the symptoms of the 
dermatitis produced through contact with poison ivy. 
It is marketed in “Hypo Units,” collapsible syringe 
containers, each containing 0.7 c.c. of ivyol—H. K. 
Mulford Co., Philadelphia. 

Pituitary Extract—Lederle 20 Units—A_ slightly 
acid aqueous solution containing the water-soluble 
principle or principles of the fresh posterior lobe of 
the pituitary body of cattle, free from preservative. 
It is standardized to have twice the strength of solu- 
tion of pituitary—U. S. P. X. For a discussion of 
action, uses and dosage, see New and Nonofficial 
Remedies, 1926, pp. 281 and 283. The product is sup- 
plied in 1 ¢c.c. ampules. Lederle Antitoxin Laborato- 
ries, New York. (Jour. A. M. A., Aug. 4, 1926, p. 
491). 

Erysipelas Streptococcus Antitoxin——An antitoxic 
serum prepared by immunizing animals against the 
toxin of the hemolytic streptococci of erysipelas. Re- 
ports have been published which indicate that the 
injection of erysipelas streptococcus antitoxin favor- 
ably affects the course of erysipelas. 

Erysipelas Streptococcus Antitoxin—Mulford.—This 
antitoxic serum is obtained by injecting horses in- 
tradermally with strains of hemolytic streptococci 
isolated by H. Amoss from human cases of erysipelas 
lesions, bleeding the horses and when test bleedings 
show the serum to have reached the desired potency, 
separating the serum, sterilizing and preserving it. 


The product is marketed in 100 c.c. vials. H. K. 
Mulford Co., Philadelphia. 
Oscodal.—A preparation of the nonsaponifiable 


fraction of cod liver oil, containing the antiophthal- 
mic and antirachitic fat soluble vitamins. It has 
500 times the antiophthalmic potency of cod liver 
oil when assayed by the method of the U S. P. 
for cod liver oil, and its antirachitic potency is such 
that 0.02 Gm. per day will initiate recalcification in 
the leg bones of young albino rats. Oscodal possesses 
properties similar to those of cod liver oil so far as 
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these depend on the fat soluble vitamin content of 
the latter. Oscodal is supplied in tablets containing 
0.02 Gm.—H. A. Metz Laboratories, Inc., New York. 

Pituitary Substance—L. & F. Desiccated.—The 
pituitary gland of cattle, including the infundibulum 
and the anterior and posterior lobes, dried and pow- 
dered. For a discussion of the actions and uses, 
see Pituitary Gland, New and Non-official Remedies, 
1926, p. 281. The product is also supplied in 1% 
grain tablets. Lehn & Fink, Inc., New York. 

Anterior Pituitary—L. & F. Desiccated—The an- 
terior lobe of the pituitary gland of cattle, dried and 
powdered. For a discussion of the actions and uses, 
see Pituitary Gland, New and Non-official Remedies, 
1926, p. 281. The product is also supplied in 1 grain 
tablets —Lehn & Fink, Inc., New York. 

Posterior Pituitary—L. & F. Desiccated.—The pos- 
terior lobe of the pituitary gland of cattle, dried and 
powdered. For a discussion of the actions and uses, 
see Pituitary Gland, New and Non-official Remedies, 
1926, p. 281. The product is also marketed in the 
form of 1/10 grain tablets. Lehn & Fink, Inc., New 
York.—(Jour. A. M. A, Aug. 28, 1926, p. 671). 


PROPAGANDA FOR REFORM 


Crystalline Tuberculin.—The isolation of a crystal- 
line protein with tuberculin activity has been re- 
ported. The crystallized product elicits the charac- 
teristic skin reaction in tuberculous subjects. Chemi- 
cally, it is shown that wherever the activity is lost, 
following enzyme treatment, there occurs also a cor- 
responding reduction in whole protein, with an in- 
crease in proteose and residual nitrogen. (Jour. A. 
M. A., Aug. 7, 1926, p. 417). 

Silver Protein Preparations.—At the request of the 
Council on Pharmacy and Chemistry, the A. M. A. 
Chemical Laboratory examined the silver protein 
preparations that had been found acceptable for New 
and Non-official Remedies in order to determine 
whether or not they complied with the standards of 
the U. S. Pharmacopeia X. The Laboratory reports 
that all of the specimens of the silver protein prepa- 
rations both mild (Argyrol type) and strong (Pro- 
targol type), described in New and Non-official Reme- 
dies were found to comply with the new U. S. Pharm- 
acopeia standards for these preparations. (Jour. A. 
M. A., Aug. 7, 1926, p. 430). 

John Howland.—The Council on Pharmacy and 
Chemistry publishes an appreciation of John How- 
land. By the death of John Howland, the Council 
has sustained a great loss; for he was a member 
whose devoted services were much valued and whose 
contributions to the scientific progress of medicine 
have been outstanding. The members of the council 
mourn the loss of their colleague, and point to his 
services as an inspiration for all. (Jour. A. M. A., 
Aug. 14, 1926, p. 491). 

Naftalan Not Acceptable for N. N. R.—The Council 
on Pharmacy and Chemistry reports that Naftalan, 
according to the Ft. Dearborn Drug & Chemical Co., 
is manufactured by E. Stiewe, Madgeburg, Germany, 
and is “a preparation of Russian mineral oils con- 
taining about 4 per cent of soap, in the form of an 
ointment.” The claims made for the preparation 
are closely similar to those which were formerly 
made in the exploitation of Ichthyol for various 
skin diseases. The Council found Naftalan unac- 
ceptable for New and Non-official Remedies because 
the information in regard to its composition is un- 
satisfactory and indefinite and because the therapeu- 
tic claims advanced for it are unwarranted.—(Jour. 
A. M. A., Aug. 14, 1926, p. 509). 

Ray and Light Therapy in Otolaryngology.—Violet 
ray and quartz light therapy have not been scientifi- 
cally established as of great value for conditions 
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of the nose and throat, as compared with the gen- 
erally accepted medical treatment. With every new 
type of treatment, especially along the line of me- 
chanical or physiotherapy, some investigators be- 
come overenthusiastic and report glowing results. 
As time elapses, it is found that most of these meas- 
ures give some relief to a small percentage of pa- 
tients but fail entirely in many others.—(Jour. A. 
M. A., Aug. 21, 1926, p. 607). 

Preventive Inoculation Against Rabies.—In the use 
of antirabic inoculation, there is no especial ad- 
vantage in the use of the treatment requiring a con- 
siderable number of doses over that in which a 
smaller number are employed. Within recent years 
the killed virus has to a very considerable extent 
replaced the attenuated virus. A number of modifi- 
cations of the Pasteur treatment are licensed by the 
Treasury Department and all are considered to be 
safe and effective. The duration of immunity in 
man after a series of antirabic injections is un- 
known, but it is generally advised that an exposure 
to rabies more than six months after a course of 
treatment should be followed by a new course of 
the prophylactic. (Jour. A. M. A., Aug, 21, 1926, 
p. 607). 

Befsal.—Befsal is marketed under absurd and 
ludicrous claims. The claimed chemical composition 
of the product and the product itself both may be 
described as “crude.”"—(Jour. A. M. A., Aug. 21, 
1926, p. 608). 

The San-Gri-Na and Silph Chewing Gum Frauds.— 
“San-Gri-Na” was put out by the imposingly named 
“Scientific Research Laboratories” and “Madame 
Elaine.” The laboratories were non-existent and so 
was “Madame Elaine.” “Silph Chewing Gum” was 
sold by the “Silph Medical Company” and ‘Madame 
Claire.” There was nothing medical about the com- 
pany; there was no “Madame Claire.” The San- 
Gri-Na fraud was analyzed in the A. M. A. Chemical 
Laboratory in 1924, and an article published on the 
subject in The Journal of November 22, of that 
year. One of the chief advertising assets of the 
San-Gri-Na fraud was a testimonial by Dr. J. J. 
Rudolph, 636 Garden Street, Hoboken, New Jersey. 
He is the same J. J. Rudolph, apparently, that ex- 
ploited a quack cure for malaria a few years ago. 
The facts, as brought out by government investiga- 
tion show that both San-Gri-Na and Silph Chewing 
Gum are enterprises of one W. E. Learned. Both 
San-Gri-Na and Silph Chewing Gum contained poke- 
root, leptandrin, phenolphthalein and desiccated 
thyroid, and both, according to the government re- 
port, were made by the H. K. Mulford Company, of 
Philadelphia. In addition to these two obesity cure 
fakes, Learned had two subsidiary humbugs in the 
same line: “Dr. Folt’s Reducing Soap,” which the 
Federal chemists reported was an artificially col- 
ored soap made largely from palm oil or a similar 
fat, and containing a minute amount of iodine in 
the form of water soluble iodides, and “Sangra 
Salts,” which was Epsom salt colored.—(Jour. A. M. 
A., Aug. 28, 1926, p. 688). 

Spahlinger Treatment for Tuberculosis —From 
time to time M. Spahlinger has given out enthusias- 
tic reports from his Geneva Hospital. Because of 
the favorable newspaper comment, more particularly 
in England, concerning this product a report was 
made on it by the Science Committee of the British 
Medical Association. In the statement of this com- 
mittee, published last spring, the history of the prep- 
aration was summarized and the committee strongly 
emphasized that it cannot endorse “this or any new 
method until after a full and independent test.” The 
committee concluded that the remedy is secret and 
that the exact methods of preparation have never 
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been fully published, and further, that no investiga- 
tions carried out under strict experimental condi- 
tions which afford direct and convincing evidence of 
curative action have been published. (Jour. A. M. 
A., Aug. 28, 1926, p. 693). 


Book Announcements 


The Surgical Treatment of Goiter. By WILLARD 
BARTLETT, M. D., F. A. C. S., St. Louis. With 
Foreword by DR. CHARLES H. MAYO, Rochester, 
Minn. St. Louis. The C. V. Mosby Company. 
1926. S8vo. of 365 pages, with 130 illustrations. 
Cloth, price, $8.50. 


A Practice of Physiotherapy. By C. M. SAMPSON, 
M. D., Formerly of the Physiotherapy Service, 
Walter Reed U. S. Army General Hospital, Wash- 
ington, D. C., ete. St. Louis. The C. V. Mosby 
Company. 1926. 8vo. of 620 pages with 146 illus- 
trations. Cloth. Price, $10.00. 


Practical Dietetics for Adults and Children in Health 
and Disease. By SANFORD BLUM, M. D., Head 
of Department of Pediatrics, and Director of the 
Research Laboratory, San Francisco Polyclinic 
and Post Graduate School. Second Revised Edi- 
tion. Philadelphia. F. A. Davis Company, Pub- 
lishers. 1926. 8vo. of 362 pages. Cloth. Price, 
$4.00 net. 


Defective Memory, Absentmindedness and Their 
Treatment. By ARNOLD LORAND, M. D., Carls- 
bad, Czecho-Slovakia. Author of “Old Age De- 
ferred,” “Health Through Rational Diet,” etc. 
Philadelphia. F. A. Davis Company, Publishers. 
1926. 8vo. of 340 pages. Cloth. Price, $3.00 net. 


Short Talks With Young Mothers on the Manage- 
ment of Infants and Young Children. By CHARLES 
GILMORE KERLEY, M. D., Formerly Professor 
of Diseases of Children, New York; Polyclinic 
Medical School and Hospital; Consulting Physi- 
cian to various hospitals. Eighth Edition, Re- 
vised. G. P. Putnam’s Sons, New York and Lon- 
don. The Knickerbocker Press. 1926. 300 pages. 
Cloth. Price, $1.50. 


International Clinics. A Quarterly of Illustrated 
Clinical Lectures and Especially Prepared Original 
Articles on Medicine, Surgery and the Various 
Specialties. By Leading Members of the Medical 
Profession Throughout the World. Edited by 
HENRY W. CATTELL, M. D., Philadelphia, with 
COLLABORATORS. Volume Thirty-sixth 
Series. 1926. Philadelphia and London. J. B. 
Lippincott Company. 1926. 8vo. of 310 pages. 
Cloth. 


Public Health Bulletins. No. 148 on Mental Hygiene 
with Special Reference to the Migration of People. 
No. 153 on A Study of the Top Minnow (Gambusia 
Holbrooki) In Its Relation to Mosquito Control. 
No. 154 on Transactions of the Fifth Annual Con- 
ference of State Sanitary Engineers. No. 155 on 
The Course of Cancer Mortality in the Ten Origi- 
nal Registration States for the 21-Year Period, 
1900-1920. 


All members of the Medical Society of Virginia 
are expected in Norfolk, October 12-15, 1926. 
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Editorial 


Chronic Arthritis. 

The consideration of rheumatism for nearly 
two hundred years would seem time enough 
to agree upon a classification both as _ to 
etiologic and pathologic groupings. Syden- 
ham, in 1633, separated rheumatism from 
gout, Rheumatism was distinguished from 
gout by its onset, its dietary etiology and its 


Vol. 53. 


typical podagric manifestations. Rheuma- 
tism meant acute and chronic inflammation 


of joints that caused pain, swelling and dis- 
tortion of the anatomical make-up of joints. 
Rheumatism has held unchallenged the right 
to joint diseases, although rheumatism is 
without meaning so far as a joint disease is 
concerned, The word in the Greek, meaning 
“a flux.” is a misnomer when intended to de- 
scribe a joint disease and should be dropped 
absolutely from the terminology of joint af- 
fections. One has only to recall the varied 
assortment of terms, with mixed meaning and 
manifest confusion, used in chronic joint dis- 
eases in order to see the force of this obser- 
vation. 

Chronic articular rheumatism describes one 
sort of arthritis today, while arthritis defor- 
mans, chronic rheumatic arthritis, rheuma- 
toid arthritis, osteo-arthritis, and rheumatic 
joints, describes another and more compli- 
cated sort of joint disease. One must concede 
that few diseases have offered more baffling 
and difficult problems for solution, It has 
been extremely perplexing, both in the do- 
main of etiology and pathology of chronic 
diseases of the joints, to reduce the etiologic 
factors to known quantities, and to arrange 


VIRGINIA MEDICAL MONTHLY. 


475 


the cases pathologically in definite groups. 
This evident inability to assign causes to given 
joint pathology has been the apparent in- 
superable obstacle in bringing order out of 
confusion, Fortunateiy, within the last de- 
cade, a glimmer of light has been breaking 
upon the big question of etiology. The dis- 
covery of the relation of focal infections and 
chronic joint diseases was quite as epochal as 
the discovery of Sydenham that there was a 
difference between gout and rheumatism. This 
advance of our day, as brought forward by 
Dr. Frank Billings and his co-workers in 
Chicago, in the last decade, has done much 
to solve the causes of a large group of chronic 
joint cases and has influenced a new grouping 
of such Chronic joint disease, how- 
ever, offers many problems yet unsolved in 
the field of etiology, pathology, and treatment, 
It challenges scientific medicine today. 

In view of the historical bearing of diseases 
of the joints to human efficiency and comfort. 
and in view of the widespread evidence of 
disordered joint function, one may consider 
with interest a paper which presents sugges- 
tions on the etiologic and pathologic grouping 
of chronic arthritic cases. The results of the 
study presented are gotten from a considera- 
tion of a large number of cases. 

Based upon a study of 612 cases of chronic 
arthritis in the Cornell Clinic (Cornell Pay 
Clinic and Second Medical (Cornell) Divi- 
sion of Bellevue Hospital), Cecil and Archer, 
of New York, have presented this classifica- 
tion and have suggested methods of treatment 
in an article submitted at the Dallas session of 
the American Medical Association, This as- 
sortment of the 612 cases was made upon a plan 
of two pathologic groups, as followed by 
Nichols and Richardson, cited therein. Group 
one was termed “Proliferative.” characterized 
by primary proliferative changes in synovial 
membrane and perichondrium, Group two was 
termed “Degenerative,” characterized by pri- 
mary degenerative changes in the cartilage. 
In this assorting of the 612 cases, 414 cases 
fell into the “proliferative,” while 132 cases 
were placed in the “degenerative” group; the 
balance of the cases were miscellaneous and 


cases, 


of undetermined causes. The proliferative 
chronic arthritic cases were thought to be 


frankly inflammatory in origin, The inflam- 
mation in the joints, affecting synovial and 
perichondrial tissues, were considered to be 
due to infection. There were 379 cases in 
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the proliferative group. These were described 
as cases of chronic infection arthritis. These 
cases were of focal infection origin. There 
were also eighteen patients who were called 
specific arthritics, while seventeen were arthri- 
tis deformans:—a chronic, progressive poly- 
arthritis of unknown origin, Under degenera- 
tive chronic arthritis were placed 182 cases, 
with 145, “arthritis of menopause; 20 cases, 
degenerative monarticular arthritis; and 17 
cases, senile arthritis. 


It appears that in this study a large pro- 
portion of the cases were of the focal infec- 
tion type:—over half of the 612 cases were 
clue to focal infection; a good percentage were 
due to specific infection (gonorrheal, tubercu- 
lar and syphilitic), Eighteen cases were as- 
signed to the type, called arthritis deformans. 
Of arthritis deformans, much is wanting in 
our knowledge of its pathogenesis. As a 
terminal change of joint structures, arthritis 
deformans assumes a grim reality of distor- 
tion and ankylosis. But of its initial or early 
changes much is lacking, So, this stage of 
joint change or type of pathology in joints 
is said to be of unknown origin. However, 
primary progressive polyarthritis, or “rheuma- 
toid arthritis”, or arthritis deformans, is char- 
acterized by steady progression, by some 
thought to be of an extremely aggravated sort 
of pathologic change implanted upon a_pre- 
ceding infection. The process is polyarthritic 
and atrophic. 


Degenerative arthritis deserves special no- 
tice as these authors assigned a rather large 
number of the cases to an “arthritis of meno- 
pause.” Arthritis of menopause, so-called, 
were next in frequency to arthritis due to in- 
fection. More than 25 per cent. or about 
145 cases, of the series were assigned to this 
class. Females of considerable overweight. 
passing through the climacterium, showed. 
with insidious onset, evidence of stiffness of 
the knees, particularly noticeable upon bend- 
ing or walking. Some cases showed changes 
of lumbar vertebrae, while some showed Heb- 
erden’s nodes in distal phalangeal joints. The 
general appearance of the female at this age. 
showing this type of arthritis, was character- 
istic. The treatment suggested was: (1) re- 
duction of weight by diet and metabolic stimu- 
lation; (2) the use of iodine and thyroid ex- 
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tract; (3) physical therapy; (4) colonic irri- 
gations. 


Degenerative monarticular arthritis, an- 
other group, were twenty in number, showing 
changes and symptoms in 16 cases in the hip: 
in two cases in the shoulder; and in two case- 
in the knee. 

There appeared some doubt in this group 
as to whether or not focal infection had not 
plaved a part in the changes. These cases 
were treated with iodides and physio-therapy. 


It is pertinent to this subject to comment 
here upon a paper by Young and Youmans. 
entitled “The Use of O-iodoxybenzoie Acid 
in the Treatment of Infectious Arthritis.” 
Q-iodoxybenzoic acid has been used since 1892. 
Germicidal action; production of “more anti- 
bodies than control animals;” stimulation of 
phagocytosis of streptococci and staphylococci 
by human leukocytes; stimulation of the pro- 
duction of hemolysin and agglutinin, are some 
of the items on the physiological action cited 
in a sketch of the drug. It seems to the 
authors that the favorable action is derived 
from an oxidizing substance. 

The drug was used in the treatment of 
forty-three cases of arthritis. The disease 
was acute or sub-acute in four cases: in the 
remainder it was chronic, patients having had 
the disease from six months to ten years. 
Twenty-four were men and nineteen women. 
Two showed marked hypertrophic changes; a 
majority were considerably crippled and de- 
formed. 

The treatment, in brief, consisted in hos- 
pitalization and confinement in bed during the 
period of reaction from the drug. All chron: 
cases had had many therapeutic measures 
used, including physiotherapy, protein shock. 
removal of foci of infection and orthopedic 
measures. Young and Youmans employed no 
other treatment, except removal of foci of in- 
fection and some orthopedic measures in six. 
No special diet was used except for those un- 
derweight, when liberal diet was given. 

The administration of the drug consisted 
in the following method: “One gram of the 
free acid was placed in a beaker containing 
50 ce. of sterile distilled water, to which 
ammonium hydroxide was carefully added 
until it was just alkaline to litmus. Sufficient 
sterile distilled water was then added to make 
a total volume of 100 ec. * * * * It was 
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given at body temperature, intravenously, by 
gravity method over a period of not less than 
seven minutes.” 

The patient reacted with the following 
symptoms: (1) stinging sensation in the 
mucosa of the mouth and nose; (2) lacrima- 
tion and some sneezing; (3) nausea and vomit- 
ing (especially children); (4) fever preceded 
by chill, in fifteen minutes to an hour, after 
administration, Doses were administered 
weekly; eleven patients received six injections; 
thirteen, eight; seventeen, two or more courses, 
The results obtained were very good (mark- 
edly improved) in twenty-four; fair (moder- 
ately improved) in ten; slightly improved in 
siX; no improvement in three. One patient, 
not included in the series, died after receiving 
the third injection. The paper reveals ex- 
planations for the untoward event, which oc- 
curred rarely. 

This article is of interest and should be read 
with care, although the use of the remedy is 
not at all advised except in the hands of those 
experienced in its use, In fact, the drug was 
not on the market at that time. It was being 
supplied to various clinicians for study. 


Colloidal Lead and Cancer. 

Medical readers have followed with inter- 
est the work of Blair Bell, of Liverpool, since 
he announced his observations on lead in 
cancer, Wood's paper, before the Section on 
Pathology and Physiology at the seventy- 
seventh session of the American Medical As- 
sociation,* is interesting and affords one an 
opportunity to read an excellent presentation 
of the development of colloidal metals in the 
treatment of malignant diseases in general, 
and of colloidal Jead in particular. The pa- 
per may claim the attention of every practi- 
tioner because of the widespread interest in 
the cancer problem, as well as because the 
work of Blair Bell may offer a new opening 
in the therapy of malignancy heretofore 
closed. One can hardly fail to speculate with 
interest on some phases of the possibilities of 
this method in apparently hopeless and_ in- 
operable cases. 

Blair Bell observed that. in his obstetric 
practice and in pregnant animals too, in 
poisoning by lead, elective action on tropho- 
blastic cells, was noted. The thought that 
trophoblastic cells were biologically closely re- 
lated to tumor cells suggested the possible suc- 
cessful treatment of human cancer with in- 
Vol. 87, No, 10, beginning pg. 717. 


travenous injection of colloidal lead. This 
was in 1920, After six years, using other 
colloidal metals as well, Bell selected colloidal 
lead because he found it to be less toxic to 
the patient. Quoting Wood, we note that the 
preparation used “is a Bredig colloid in 0.4 
per cent aqueous gelatin with the addition of 
0.027 per cent calcium chloride.” The injec- 
tion fluid received additional treatment  be- 
fore being used, which gave it a biack or gray 
color, The product became toxic after two or 
three days and could not be used. Patients 
were selected, Patients with nephritis, ob- 
structive jaundice, metastatic involvement of 
the brain, and extreme anemia were not given 
colloidal lead. In patients with large tumors. 
as much as possible of the tumor was surgically 
removed. Roentgen rays were used in con- 
nection wtth lead. Direct insertions by ioni- 
zation into superficial growths were followed 
hy some benefit. 

Biair Bell used colloidal lead treatment on 
227 patiénts with malignant tumors, with the 
result that fifty lived from one to five years 
in a completely arrested stage. It seems that 
a substance has been found that will arrest 
the growth of carcinoma for a period of one 
to five years and that in cases of inoperable 
carcinoma it may find a field of usefulness. 


Parathyroid Hormone. 

Collip* says that parathyroid is related 
functionally to calcium and phosphorus meta- 
bolism, It may have other functions but this 
is the only proven one, A lowered calcium 
content of blood serum and, as a rule, an in- 
crease in inorganic phosphorus is found in 
experimental parathyroid tetany. In dogs, in 
parathyroid tetany, after injection of para- 
thyroid hormone, the blood calcium level is 
restored, while inorganic phosphorus, if 
creased in this state, is decreased. With a 
disappearance of the clinical signs of tetany. 
there is an increase in blood calcium in pro- 
portion to the amount of the dose of para- 
thyroid hormone. 

Collip concludes that it is logical that “para- 
thyroid hormone will be of definite thera- 
peutic value in any condition in which the 
blood serum caleium is below normal.” (1) 
Post-operative tetany. (2) spasmophilia, (3) 
tropical sprue, and (4) certain types of ne- 
phritis show lowered blood calcium and. so, 
would seem to be conditions in which para- 
thyroid hormone is useful. 

*J. A. M. A., Vol. 87, Sept. 18, 1926, pg. 908. 
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News Notes 
- On to Norfolk! 


As you receive this issue of the Monrury. 
you should be packing your grip and be on 
the way to Norfolk. All members of the State 
Society should make every possible effort to 
attend this, our fifty-seventh, annual meeting. 
An excellent program has been arranged, and 
a good time is in store for all who are fortu- 
nate enough to be in Norfolk from October 
the 12th through the 15th. Dr. Israel Brown 
is chairman of the Committee on Arrange- 
ments, The program tells some of the things 
to expect. 

We regret that in giving names of chairmen 
of the various local committees in the Sep- 
tember issue, one name was overlooked—that 
of Dr. FE. T. Hargrave as chairman of the 
Tinance Committee. From what we can learn, 
Dr. Hargrave has secured fine results through 
his work on this very important committee. 


Clinch Valley Medical Society Organized. 


Upon invitation of the Wise County Medi- 
cal Society, doctors residing in counties in- 
cluded in the Clinch River Valley met in Nor- 
ton, September 22. Fifty-eight doctors rep- 
resenting the seven counties were present, be- 
sides a number of invited guests. Mayor F. W. 
Seidel, of Norton, delivered the address of 
welcome, to which Dr. Isaac Peirce, of Taze- 
well, responded, Papers were read by Dr. 
Francis H. Smith, Abingdon, and _ invited 
guests, Drs. E. G. Williams (State Health 
Commissioner), H. U. Stephenson and Frank 
S. Johns, all of Richmond. 

Very impressive addresses were also given 
by Hon. John W. Chalkley, of Big Stone 
Gap, and Major Bolling H. Handy, chairman 
of the Industrial Commission. 

The special object of this meeting was to 
discuss the formation of the Clinch Valley 
Medical Society, which plan was consum- 
mated, the following officers being elected: 
Dr. C. B. Bowyer, Stonega, president; Dr. 
J. M. Daugherty, Nickelsville, tirst vice-presi- 
dent, and Dr. J. C. Sutherland, Clintwood, 
secretary-treasurer. 

Following the meeting, an elaborate dinner, 
complimentary to the Wise County Medical 
Society and its guests, was given by the Vir- 
ginia Coal Operators’ Association. 


[ October, 


The Medical Association of the Valley of 

Virginia 

Held its regular semi-annual meeting in 
Staunton, September 30th, with an attendance 
of about fifty doctors, Dr. P. W. Boyd, of 
Winchester, presiding. Several interesting pa- 
pers were read and resolutions were passed on 
the death of Dr. M. P. Jones, of Churchville. 
The Association appointed a committee to put 
into operation a student loan fund, with Dr. 
M. J. Payne, Staunton, as chairman, Other 
members of this committee are Drs. C, E. Con- 
rad, Harrisonburg, J. M. Emmett, Clifton 
Forge, and P. W. Boyd, Winchester, Dr. 
Hunter H. McGuire, Winchester, was ap- 
pointed detegate from the Association to the 
State Society meeting. 

Dr. A. F. Robertson, Staunton, for several! 
years secretary of the Association, was elected 
its president; Drs. C. O. Dearmont, of White 
Post, J. H. Deyerle, of Harrisonburg, and 
G. S. Hartley, of Clifton Forge, vice-presi- 
dents; Dr. H. Gardner Middlekauff, Weyers 
Cave, secretary; and Dr, L. F. Hansbrough, of 
Front Royal, treasurer. It was decided to hold 
the next meeting at Clifton Forge, Va., in 
May, 1927. 


Medical Director at Piedmont Sanatorium. 

Dr. Cornelia W. Segar, who was acting 
medical director of Piedmont Sanatorium 
from the time of Dr. H. G. Carter’s death, was 
appointed medical director of that institution 
at the regular meeting of the Hospital Board 
in the early summer. Dr. Segar graduated 
from Medical College of Virginia in 1923, fol- 
lowing which she served an internship at Me- 
morial, St. Philip’s and Crippled Children’s 
Hospital, Richmond. For several summers she 
worked at Piedmont Sanatorium and one year 
at Catawba Sanatorium. For nearly two years 
prior to Dr. Carter’s death, she had been first 
assistant physician at Piedmont Sanatorium. 


The Southside Virginia Medical Association 

Held its regular quarterly meeting in Peters- 
burg, September 14th, Dr. F. C. Rinker, of 
Norfolk, presiding. The attendance was ex- 
cellent and a fine scientific program was pre- 
sented. The feature of the meeting was the 
symposium on “The Kidney.” Every phase of 
this organ, in health and disease, was discus- 
sed by men competent to handle the subject. 

Upon close of the scientific meeting, the 
Association was given a splendid dinner at the 
Petersburg Country Club, after which they 
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adjourned to meet in Norfolk the second Tues- 
day in December, Dr. R. L. Raiford, Sedley, 
is secretary. 

Mohonk Cancer Symposium. 

A symposium on cancer control held at Lake 
Mohonk, N. Y., September 20-24, was attended 
by many European and American specialists. 
The purpose of the meeting was to consider 
the prevention and cure of cancer from a 
practical standpoint, and to express in concise 
language the fundamental ground work of 
fact and opinion upon which the collective ef- 
fort now being made in the United States and 
other countries, for the control of cancer, 
should be continued and extended. This meet- 
ing was brought about by the Society for the 
Control of Cancer and twenty-seven carefully 
prepared papers on every phase of the cancer 
problem were presented. It is believed great 
good will be accomplished as the result of this 
meeting. 

Dr. Edwin S. Woodyard, 

Of the class of ‘25, Medical College of Vir- 
ginia, after a year’s internship in Brooklyn, 
has located at Pennsboro, West Virginia. 

Dr. R. L. Mason, 

Of Roanoke, Va., is spending several weeks 
in New York City, where he is taking post- 
graduate work. 

The Clinical Congress of The American Col- 
lege of Surgeons 

Will hold its annual meeting in Montreal, 
Canada, October 25-29, inclusive. Dr. Rudolph 
Matas, New Orleans, is president, Dr. Walter 
W. Chipman, Montreal, president-elect, and 
Dr. Franklin H. Martin, Chicago, director 
general. 

Dr. John Ahouse, 

Who has been engaged in public health work 
in West Virginia, since his graduation from 
Medical College of Virginia in 1925, is now 
taking a special course in pediatrics at the 
Willard Parker Hospital, New York City. 
“A History of the Physician”, 

Which is said to be the first comprehensive 
history of the activities of the medical pro- 
fession, as distinguished from a history of 
medicine, is being edited by Arthur Selwyn- 
Brown, Ph.D., LL.D., well known in the liter- 
ary world, and is now being offered for ad- 
vance sale at $15 a copy. The net proceeds are 
to be used for increasing the endowment fund 
for the Physicians’ Home, and orders should 
be sent to The Physicians’ Home, Inc., 22nd 


Floor, Times Building, New York, N. Y. This 
book is to be in five parts and will tell of 
primitive medicine and the medicine man, 
lives of great physicians, physicians who have 
contributed to modern specialization in medi- 
cine, the doctor in his various contacts with 
life, and will give the history of many dis- 
tinguished American physicians. 
Members of Town Council. 

Drs. G. G. Crawford and H., 'T. Hopewell. 
of Strasburg, have been re-appointed as mem- 
bers of the Town Council of Strasburg, Va. 
Dr. Bernard H. Kyle, 

Lynchburg, Va., has been elected vice-com- 
mander of the Lynchburg Post, 16, of the 
American Legion, for the coming year. 
Births in Virginia During 1925 

Showed a total of 61,459, or a loss of 3,235 
as compared with 1924. The highest birth 
rate was in mountain counties, Buchanan, 
Dickenson and Lee taking the lead. Radford 
had the highest birth rate of any of the cities. 
Ground Broken for New Hospital. 

At the meeting of the Central District Medi- 
‘al Society in Farmville, Va., the latter part 
of September, ground was broken for the 
Southside Community Hospital, Dr, Paulus 
A. Irving, president of the Society, turning 
the first spadeful of earth. The building will 
be erected near the western corporate limits of 
Farmville and will cost about $200,000 when 
completed. The erection of this hospital has 
been made possible by the Commonwealth 
Fund of New York and is for the use of the 
people in Prince Edward and the surrounding 
counties within a thirty-five mile radius, It 
will have fifty beds and will be modern and 
up-to-date in every respect. 
Dr. Tom A. Williams, 

Formerly of Washington, D. C., but for 
the past year of Miami, Fla., escaped injury 
in the recent Florida storm, although his auto- 
mobile was demolished. 
Dr. G. H. Musgrave, 

Who has been director of the Henrico 
County health unit, with headquarters at Rich- 
mond, left early this month for Leesburg, Va., 
where he will engage in private practice. 
Dr. P. W. Boyd, 

Winchester, Va., had a narrow escape from 
drowning, last month, when fording a moun- 
tain stream in western Shenandoah County. 
The stream was greatly swollen as a result of 
a hard rain, and when his automobile was 
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washed down stream for some distance, Dr. 
Boyd had to get out and swim for the bank. 


Members of Prince Edward County Health 

Board. 

Drs. Thos. G. Hardy, Farmville, and Joseph 
F. Alsop, Prospect, were last month appointed 
members of the Prince Edward County (Va.) 
Health Board. 


Home From Vacations. 

Some of the Virginia doctors who enjoyed 
late vacations are as follows: 

Dr. Joseph A. Rucker, Bedford, arrived 
home the middle of September from a de.ight- 
ful three months’ trip to the Holy Land, Egypt 
and on the European continent. 

Dr, and Mrs. J. W. Hannabass, Richmond, 
spent some time at Mountain Lake, Va. 

Dr. and Mrs. W. C. Caudill, Pearisburg, 
were recent visitors in Richmond. 

Dr. and Mrs. C. V. Montgomery, South 
Hill, also recently visited Richmond. 

Dr, and Mrs, H. W. Porter, Louisa, took a 
motor trip in September to Atlantic City, 
Philadelphia and other places of interest in 
the North. 

Dr. and Mrs. G. Chambers Woodson and 
son returned to their home in Richmond the 
middle of September after a motor trip, which 
included a visit to several northern cities and 
through the Valley of Virginia. 

Dr. R. H. Pretlow, Suffolk, was in Rich- 
mond, last month, to attend the reunion of the 
alumni of MeCabe’s school. 

Dr. and Mrs. A. C. Swimley, Winchester, 
spent a vacation at White Sulphur Springs, 
W. Va. 

Dr. Rachael F. Weems has returned to her 
work as physician at the State Teachers’ Col- 
lege at Harrisonburg, Va., after a visit to her 
former home in Ashland, Va. 

Dr. Maurice M. Lynch. of the class of *25, 
Medical College of Virginia, has been on a 
visit to his parents in Winchester, Va. He is 
now serving an internship at the hospital in 
Teaneck, N. J. 

Dr. P. E. Tucker has returned to his home 
at Buckinghom, Va., after attending the Medi- 
cal Officers’ Training Camp at Fort Eustis, Va. 
Dr. A. W. Kelly, 

Of the class of °26, Medical College of Vir- 
ginia, an intern at Mercy Hospital, Baltimore. 
has been very ill with typhoid fever but is re- 
ported as improved as we go to press. 


| ¢ Jetober. 


The Southern Medical Association 

Will meet in Atlanta, Ga., November 1). 
16, 17 and 18, for the third time in its his- 
tory. The last meeting in that city was in 
1916. Dr. C. C. Bass, New Orleans, is presi 
dent. The attractions of Atlanta as a conven- 
tion city are so well known, that all member- 
should make an effort to attend, An inter 
esting program is being arranged. Any 
special information may be obtained from the 
Association’s headquarters at Empire Buiid- 
ing, Birmingham, 

Wytheville (Va.) to Have New Hotel. 

It will be of interest to our readers to kno 
that Wytheville is to have a new hotel, anc 
that Dr. J. T. Graham, of that city, president 
of the Chamber of Commerce of Wytheville. 
was chairman of the Executive Committee 0: 
the financing program for this project. 
Children Much the Same the World Over. 

Individual differences in great numbers but 
very little difference in the curve of intelli- 
gence scores as between races and nationalities 
were revealed in a series of psychological tests 
of children of immigrant families detained at 
Ellis Island. Twenty-five nationalities were 
represented, The tests, according to Bertha 
M. Boody, executive secretary of the Y. W. 
C. A.. of New York, showed little variation 
from results of similar studios of unselected 
groups of American children. 


Child Labor Law Violations Decreasing in 

Wisconsin. 

Improvement in enforcement of the Wiscon- 
sin child Labor law is shown by the report 
of the Industrial Commission of Winsconsin 
for 1925 of the payment of triple compensa- 
tion indemnity under the accident compensa- 
tion law by employers in fifty-seven cases in- 
volving child labor law violations as against 
corresponding figures of eighty-seven cases in 
1924 and sixty-nine in 1923. Fifty of the chil- 
dren for whom increased compensation was 
paid in 1925 were employed without labor per- 
mits and the remainder in occupations pro- 
hibited by law. The total amount of extra 
compensation paid in 1925 was $11,596.39, of 
which one employer alone paid more than 
$5,500. 


Dr. W. R. King, 

Formerly of Tennessee, is now health officer 
of Sussex County, Virginia, vice Dr. D. B. 
Lepper who resigned last Spring to accept 
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ihe position as health officer of Bluetield, West 
Virginia. 
Dr. C. C. Coleman, 

Richmond, Va., recently addressed — the 
Fayette County, W. Va., Medical Society, at 
Oak Hill, W. Va., his subject being “Brain 
Tumors.” 

Dr. D. L. Elder 

Was re-elected mayor of Hopewell, Va.. for 
a term of two years, effective September 1. 
Dr. J. L. Early, 

After being in Saltville, Va.. for over twenty 
years, has resigned as head of the medical 
staff of the Mathieson Hospital, in that place, 
the resignation to be effective the middle of 
()etober. He will move to one of the cities in 
Southwestern Virginia where he will engage 
in general practice. 


Research on Surgical Supplies. 

According to Dr. E. R. Weidlein, Director, 
Mellon Institute of Industrial Research, Uni- 
versity of Pittsburgh, the firm of Johnson & 
Johnson, manufacturer of surgical supplies. 
New Brunswick, N. J.. has established at the 
Institute a Fellowship that will study the 
exact requirements of surgeons and other 
medical specialists in the way of sundries, with 
the joint aim of developing new supplies that 
are needed and of standardizing the products 
now in use, An investigation will also be 
made of the processes of renovating used sup- 
plies, and several other Industrial Fellowships 
of the Institute will co-operate in devising sat- 
isfactory procedures. 

Dr. Frederic H. Slayton (M. D.. Rush 
Medical College) will be in direct charge of 
this comprehensive research. The Fellowship 
will be operated in a totally unbiased and in- 
dependent manner, in accordance with the 
Mellon Institute system, and all its investiga- 
tions will be conducted primarily for the bene- 
ft of the public. It is the plan to report the 
results in appropriate periodicals as the vari- 
ous phases of the studies are concluded. 

In carrying on this work, Dr. Slayton and 
the Institute’s Executive Staff invite the con- 
currence of all interested organizations. They 
are especially desirous of securing the close 
collaboration of hospital executives and of 
members of the medical profession. 

Dr. John B. Wright, 

Raleigh, N. C., an alumnus of the former 
University College of Medicine, Richmond. 
Va., has been appointed a member of the 


North Carolina State Board of Health, to 

succeed the late Dr. Richard H. Lewis, with 

whom he was for sometime associated in prac- 

tice. 

Dr. W. A. Shepherd, 
Richmond, is out again, after undergoing 

an operation in a local hospital. 


The Gill Memorial Eye, Ear and Throat 
Hospital, 
The private hospital of Dr. E. G. Gill, was 

opened in Roanoke, Va., July the Ist. The 

building is fireproof, consists of four stories 
with twenty rooms, and is especially designed 
and equipped for the treatment of diseases of 
the eye, ear, nose and throat. It has depart- 
ments of opththalmology, oto-laryngology, 
bronchoscopy and esophagoscopy, and facio- 
maxillary surgery. A complete laboratory 
and X-ray are included in the equipment. 

Only graduate nurses are in attendance, Dr. 

Charles A. Young, of Roanoke, is associated 

with Dr. Gill. 


Mothers’ Pensions in Buffalo. 
Fifty families, with the aid of mother’s pen- 
sions, lived on an average of $924.68 a year 
during the five-year period 1920-1924, in 
Buffalo, New York, according to records of 
the Erie County Board of Child Welfare. The 
per capita expenditure was $194.26. These 51) 
families comprised 238 individuals, includ- 
ing 188 children of whom only 13 were over 
16 years of age. 
Broadcast over Radio. 
Miss Sudie Jones, young daughter of Dr. 
and Mrs. Clarence Porter Jones, of Newport 
News, Va., and talented violinist, was one of 
the Newport News artists who broadcast over 
WRVA, Richmond, on the evening of Sep- 
tember 30th. 


Dr. E. J. Nixon, 
Petersburg, Va.. has just been appointed 
chairman of the child welfare committee of 


the American Legion, Virginia department. 


Narrew Escape in Automobile Accident. 

Dr. S. S. Gale, Roanoke, Va., had a narrow 
escape from death, September 5th, near 
Pulaski, due to the fact that his left rear tire 
blew out and threw his automobile into a 
fence, Several of the planks came through 
the wind shield, One struck and shattered the 
steering wheel, and another struck Dr. Gale 
in the upper part of the chest, fracturing his 
clavicle and two upper ribs. He was taken 
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to the Pulaski Hospital, where he was con- 
tined to bed for some days. 
New York State Birth Registration. 

New York has rolled up a birth-registration 
record 98.8 per cent perfect for the State and 
100 per cent complete in 10 counties, according 
to the Census Bureau check upon birth regis- 
tration in the State based on births during 
August, September, and October, 1925, in 29 
counties. 

New World Record for Lowest Infant Mor- 
tality Rate, New Zealand. 

New Zealand has still further lowered her 
world-record infant mortality rate, according 
to vital statistics of the Dominion for 1925 
which report a figure of 39.96 per 1.000 live 
births as compared with 40 in 1924. In some 
of the large cities the rate was even lower, that 
for Dunedin being 33 and for Wellington 35. 
The provisional United States rate for 1925 
was 72. 

Children, 

The Magazine for Parents, made its initial 
appearance with the October issue and will 
appear monthly, This magazine, according to 
the president of the Parents’ Publishing As- 
sociation, of New York, under whose auspices 
it is published, “will have no propaganda pur- 
pose, being dedicated solely to mothers and 
fathers, for the sake of a new generation of 
normal, intelligent and healthy children, In 
this it will have the active co-operation of the 
leading educational and child welfore agen- 
cies, private, public and governmental.” 

Dr. H. Hartwell Bass, 

Formerly of Henderson, N. C., after being 
associated with Dr. Wm. L. Clark, in Philadel- 
phia for the past eighteen months, has located 
in Durham, N. C., with offices in the Pied- 
mont Building. His practice will be limited 
to general surgery and the treatment of neo- 
plastic and allied diseases by the combined 
methods of operative surgery, radium, X-ray 
and electrothermic measures. Dr, Bass has 
done special work in this line in New York, 
Philadelphia and Pittsburgh. 

Married. 

Dr. Hunter B. Spencer, of Lynchburg, Va., 
and Miss Kathleen E. Root, of Richmond, 
September 8. 

Dr. Oscar Swineford, Jr., Richmond, and 
Mrs. Agatha Gay Johnston, Charlottesville, 
Va., August 28, in New York City. Dr. Swine- 
ford graduated in medicine last June, from 
the University of Virginia, at which time he 


f October. 


accepted an appointment as intern at the 
Massachusetts General Hospital, Boston. 
The Medical College of Virginia, 

Richmond, announces that it opened this 
year with the largest enrollment in the his- 
tory of the institution, approximately six hun- 
dred. Owing to insufficient facilities, admis- 
sion had to be denied to hundreds of students 
in the various departments, It is hoped that 
the new buildings made possible by the fund- 
raising campaign last Spring will eventually 
provide laboratory and other accommodations 
for those desiring to enter this college. 

Dr. Charles W. Putney, 

Staunton, Va., left early this month for 
Philadelphia, where he will enter the regular 
course in surgery in the Graduate School of 
Medicine of the University of Pennsylvania. 
for the purpose of specializing in this branch. 
Major Allen J. Black, M. C., 

Formerly of Virginia, but now with the 
medical corps of the U. S. Army, after a few 
months at Camp Devens, Mass., has returned 
to Fort Andrews, Mass. 

U. S. Civil Service Examinations. 

The U. S. Civil Service Commission, Wash- 
ington, D. C., announces open competitive ex- 
aminations for physiotherapy aide, physio- 
therapy pupil aide, and physiotherapy assist- 
ant. Applications for these positions must be 
on file at Washington, D, C., not later than 
November 27, 1926. 

Dr. Fred M. Hodges, 

Richmond, who has been quite sick at a 
local hospital, is now much improved. 
Travel Study Club of American Physicians. 

At the completion of its recent European 
Study Tour, the Travel Study Club of Ameri- 
can Physicians elected Dr. Fred H. Albee, of 
New York, as President, Drs. Edward B. 
Heckel, of Pittsburgh, and John P, Lord, of 
Omaha, as Vice-Presidents, and Dr. Richard 
Kovacs, of New York, as Secretary. 

Plans are being prepared for the next study 
trip, including the Central European coun- 
tries: Germany, Austria, Czechoslovakia, 
Hungary and Italy. 

Addition Being Made to Winchester Hos- 
pital. 

The Winchester (Va.) Memorial Hospital 
is in the midst of making an addition which 
it is expected will be completed about the first 
of the coming year. The capacity of the hos- 
pital will then be increased to 109 beds. 
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Investigations Being Made on Chlorine Gass- 
ing. 

The Board of Medical Officers appointed by 
the Director of the U. S. Veterans Bureau to 
study the residual effects of war gas expects 
to complete its studies of chlorine gassing by 
the first of the vear. 

The Board which held its first meeting 
March 9, 1926, is composed of Dr, Allen Kx. 
Krause, Member of the Group on Investiga- 
tion and Research of the Medical Council of 
the U. S. Veterans Bureau and Associate Pro- 
fessor of Medicine at Johns Hopkins Univer- 
sity; Lt. Col. Harry L. Gilchrist, M. C., U. 
S. A., Chief of Research Division, Chemical 
Warfare Service, U. S. A.. and Dr. Philip 
3. Matz, Chief, Medical Research Sub-divi- 
sion, U. S. Veterans’ Bureau. 

Records show that approximately 70.000 men 
were gas casualties of varying degrees of se- 
verity during the war, 1843 of which were from 
chlorine gas. The War Department has made 
an investigation of the immediate effects of 
chlorine gassing in over 800 cases, and the 
present study by the Veterans’ Bureau is ex- 
pected to develop important information per- 
taining to the residual effects of this gas. 

Upon completion of their investigation of 
chlorine gassing, the Board will commence a 
survey of the cases resulting from phosgene, 
mustard and other gases. 


Mr. Aubrey H. Straus, 

Director of the Laboratories of the Virginia 
State Board of Health, returned the last of 
September from a three weeks’ visit to the 
Public Health Laboratories in New York and 
Albany, N. Y., Boston, Mass., Lansing, Mich.., 
and Washington, D. C. This trip was taken 
under the auspices of the International Health 
Board for the purpose of observing anything 
new in laboratory work. 


The State Colony for Epileptics and Feeble- 

minded 

Has just issued its annual report for the 
year ending June 30, 1926. This report, the 
first full year under the superintendency of 
Dr. J. H. Bell, shows a continuance of the 
excellent work done by Dr. A. 8. Priddy. 
The general health of the patients has been 
vood and improvements are constantly being 
made at the plant. On July 1, 1925, there 
was a total on the register of 941 patients, 
with 809 actually domiciled at the Colony. 
At the close of the year, there were 850 on 
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the register, with 767 actually in the institu- 
tion. 


The National Committee for the Prevention 
of Blindness, 

In its annual report shows a membership 
of 16,000, which is an increase of 6,000 over 
the preceding year. During the past year, the 
Committee conducted what is believed to be 
America’s first pre-school eye clinic, which 
showed 50 per cent of those attending the clinic 
(all under seven vears of age) with some eye 
ailment. 

It is of interest to note that admissions to 
the schools for the blind, last year, showed 
only 11.5 per cent of the pupils had been 
blinded by ophthalmia neonatorum, whereas, 
when the Commitee was organized eleven years 
ago, 2S per cent of admissions were from this 
cause, 

A great deal of excellent work has been 
done by this Committee. 

Dr. C. L. Outland, 

tecently chief health officer of Greenville. 
N. C., entered upon his duties as chief medical 
inspector of the Bureau of Health of Rich- 
mond, Va., the first of this month. He suc- 
ceeded Dr. B. B. Bagby, who resigned to ac- 
cept the position of health officer of Athens, 
Ga. 

Second Unit of Hospital Opened. 

The second unit of the Virginia Baptist 
Hospital at Lynchburg, Va., was opened the 
middle of September. The new building which 
is the gift of Mrs. Annie C, Mundy, has fifty- 
two single beds, twelve of which have been 
furnished as memorials, The hospital now 
has a total of 106 beds. 

Dr. Margaret Nolting 

Has been appointed instructor in physiology 
and hygiene and examining physician of West- 
hampton College, Richmond, Va., succeeding 
Dr. Margaret Kuyk, resigned. 

Dr. Horace L. Goodman, 

Formerly surgeon at Miners’ Hospital at 
McKendree, W. Va., recently bought and took 
charge of the Greenbrier Valley Hospital, at 
Ronceverte, Va. Dr. Goodman has many 
friends in this State, being an alumnus of the 
Medical College of Virginia in the class of 
01. 

Dr. B. R. Caldwell, 

Formerly of Virginia, but for sometime 
Senior Surgeon and Clinical Director of the 
U. S. Veterans’ Hospital at Fort Bayard, N. 


— 
= 
| 
= 
= 
9 
- 
= 
: 


484 VIRGINIA MEDICAL MONTHLY. 


Mex., has been transferred to the same _ posi- 
tion with the U. S. Veterans’ Hospital at West 
Haven, Conn. 

Dr. J. M. Biedler, 

After an absence of eleven months in 
Florida, has resumed his practice in Harrison- 
burg, Va. 

Dr. Richard B. Davis 

Has been appointed chief surgeon and 
superintendent of the Wesley Long Hospital, 
Greensboro, N. C., to continue the operation 
of the hospital of the late Dr. John W. Long. 
Dr. Davis, who graduated from Medical Col- 
lege of Virginia in 1915, practiced for sev- 
eral years in Weeksville, N. C. Since then he 
has seen service in the United States Army 
and spent two years in post-graduate surgery 
at the University of Pennsylvania. 

The Wesley Long Hospital expects to open 
a 25-room, fire-proof annex about the first of 
November. 

For Sale. 

Large house recently put in excellent con- 
dition, with signal lights at each bed space 
and other improvements for a high class sana- 
torium. One acre of land for additions; no 
restrictions. Attractively surrounded by large 
trees and magnificent shrubber’, making it 
very seclusive. Situated in the exclusive sec- 
tion of Richmond’s most fashionable suburb: 
one-half block from car line; city conveni- 
ences. 

Unusual opportunity for physician desiring 
to specialize and care for mental cases, drug 
cases and general medicine. Good locality for 
physician, Only one in a large growing terri- 
tory. Space for offices on main road. 

Address Richmond Trust Company, Main 
at Seventh Street, Richmond, Va. (Adv.) 


Location Wanted. 

Middle aged married physician desires to 
locate in a town with good surrounding coun- 
try, where an energetic active doctor can be 
assured a good living. Please give full par- 
ticulars. Information leading to such an 
opening will be very much appreciated. Ad- 
dress “Doctor”, care this journal, (Adv.) 


Doctor Wanted 

To take over practice and completely 
equipped drug store of recently deceased 
physician at Claremont, on the James River, 
Surry County, Virginia. Will sell or rent 
store building and adjoining residence, if de- 
sired. Price and terms resaonable. Moder- 


| October. 


ate climate, good schools and improved roads. 
Excellent opportunity for comfortable town 
and rural practice. 

For particulars, address P. O. Box 1535. 
Richmond, Va. (Adv.) 


Obituary 
Dr. William Joseph Jones, 

Beloved physician and Confederate veteran. 
died at his home at Crozet, Va., September 
15th, after several months of failing health. 
Dr. Jones was a native of Albemarle County. 
Va., and eighty-five years of age. While at- 
tending the University of Virginia at the out 
break of the War between the States, Dr. 
Jones enlisted and served as a surgeon in the 
Confederate service. Upon the close of the 
war, he resumed his studies at the University. 
and graduated in the class of 1866. He had 
lived at Crozet for a number of years and 
had been a member of the Medical Society of 
Virginia since 1871. He is survived by several 
daughters. grandchildren and great grand- 
children. 

Dr. Morand Lee Stallard, 

Of Appalachia, Va., died of cerebral hemor- 
rhage at a Louisville, Ky., hospital, August 4. 
aged fiftv-nine years. He was buried at his 
former home at Dryden, Va. Dr. Stallard. 
who was a member of the Medical Society of 
Virginia, had been in active practice in Wise 
County, Virginia, longer than any other phy- 
sician in the county. 

Dr. Eugene Pendleton, 

Of Cuckoo, Va., died at a Richmond hos- 
pital, September 9th, after an illness of sev- 
eral months. He was seventy-five years of 
age and graduated in medicine from the Uni- 
versity of Maryland in 1871. For most of the 
time since, he had practiced his profession in 
Louisa County where he had won for himself 
a host of friends. He was at one time a mem- 
ber of the Medical Society of Virginia. Dr. 
Pendleton is survived by his wife, a daughter 
and two sons, one of them being Dr. E. Bar- 
bour Pendleton, of Cuckoo. 

Dr. W. W. Rhudy, 

Recently of Booneville, Ind., died at his 
former home, Rural Retreat, Va., September 
3. He was fifty-five years of age and had 
graduated in medicine from the Medical Co!- 
lege of Virginia, Richmond, in 1895. He was 
at one time a member of the Medical Society 
of Virginia. 
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